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) How effective is your auxiliary? 


Plastics—a potential problem in hospitals 
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NEW “SPACE AGE” HOSPITAL 
uses HAUSTED Wheel Stretchers 


Exclusively! 


Ay 


en 


PBS 


New Memorial Hospital of Long Beach, Calif., called Emergency, X-Ray and all their patient handling. 


7 a ‘Space Age” hospital because of its extremely ae | 
a modern facilities, including a heliport, electronic This ultra-modern hospital's preference for 
a2 message system, electronic transcribing system, Hausted equipment bears out the Hausted slogan, 


iP etc., chose Hausted Wheel Stretchers for Recovery, “Tomorrow’s Equipment Today.” 


Ask your Simmons Contract 
salesman or Hausted M MON 
representative for a 

4 live demonstration HAUS TED 


in your hospital. 
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One weak link q 
may break the 
antibacterial chain 
around STAPH. 
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“The hands of all attending the sick may be the greatest 
hazard the patient encounters in the hospital.”! Proper, 
frequent handwashing is essential to prevent infection. | : For all 
But “...Staphylococcus aureus appears to be completely 


resistant to soap.”2 Fortunately, pHisoHex with 3 per cent fe personnel el who 


hexachlorophene is particularly effective against trouble- 


couse hospical staphylococci. | come in contact 


When pHisoHex was used for bathing babies and by 
- Nurses * a handwash, “Nursery nurses’ hands failed to with patients 
yield S. aureus in 100 samplings.” Bathing the baby with : _ 


pHisoHex “...soon after birth and every other day there- 
after is a most effective procedure in the control of infantile 
pyodermia.”4 In many hospitals regular use of pHisoHex | is 
has reduced the incidence of staphylococcal infection.3-6 
. Routine washing with pHisoHex is suggested for surgeons, maa 
physicians, nurses, nurses’ aids, food handlers and mem- 
_bers of the housekeeping and laundry staff. Additional use 
at home by surgeons and nurses will enhance results. 


. pHisoHex is available in convenient, unbreakable squeeze 
bottles of 5 fi. oz. and plastic bottles of 1 pint. 


References: 1. Fell, E. H.: Am. J. Surg. 99:265, March, 1960. 
2. Bettley, F. R.: Brit. M.J. 1.1675, June 4, 1960. 3. Hardyment, A. F.; 
Wilson, R. A.; Cockcroft, W., and Johnson, Betty: Pediatrics 25:907, 
May (Pt.II), 1960. 4. Editorial, Canad. M.A.J. 83:1112, Nov. 19, 1960. 


. 5. Valentin, Hans: Med. Welt No. 2:121, 
TT: Jan. 9, 1960. 6. Hill, A. M.; Butler, H. M., 


and Laver, J. A.: M. J. Australia 2:633, 
LABORATORIES Oct. 31, 1959. 
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“Some time ago we were asked to make tests of surgical dress- 

ings. Frankly I was doubtful that there could be much differ- 
especially in the standard dressings we use in tremendous 

volume, such as, sponges, pads, cotton balls, and so on. 


My choice after the tests was MARCO — 
than any used previously. This — borne out 
remarks about higher absorbency and softness, 


of sizes and folds. 


Besides, we also found the ae to be very resource- 


ful in developing new dressings an 


and usefulness of old ones.” 


OPAKE SPONGES highly X-ray detectable 
element is spread throughout sponge. Non- 
traumatic to tissue. Bulk or pre-counted in 


10’s, 3” x 3” to 8” x 4” 


ADHESIVE provides minimum skin irritation, 
minimum creep, no impurities. Firm fabric 
for wrinkle-free application, effective support. 
Adcheres with normal hand pressure. 10 yards 


to 4”. 


were better 
the staff's 
uniformity 


in improving quality 


LAPAROTOMY TAPE PADS X-ray detectable, per- 
manently bonded tape to attach to ring or 
hemostat. Quilted to hold shape, withstand 
repeated laundering. OF 18” x 18” 
square—18" x 4” or 36” x 8” oblong. 


COTTON BALLS soft and firm, made of long- 
ce white absorbent cotton. Useful for 


care, for corns as wi and 
(not sterilized). Five sizes—54" to 2”. 


READY-CUT BANDAGE ROLLS sealed edges pre 
vent thread ravelling. Flip-up flap on wrap 
per permits one-hand removal, controls 
rolling—selfsealing to keep bandage clean. 1 
yards long—all widths. 


MAREALES 


TWINPAKT DRESSINGS for post-operative work, 
saves valuable time, minimizes waste and 
guaranteed sterile. 
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SURGICAL PUMPS 


THE EFFICIENT NEW LOOK IN 


The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and specifications. 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 
330 S. HONORE St., CHICAGO 12, ILL. - DALLAS - Houston - LoS ANGELES - MIAMI, FLA. - ROCHESTER, MINN. 
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There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
to correct levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 
... sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 
New! For gas sterilizers! 
Now, secure sealing and positive identification of gas 


“SCOTCH” is a registered trademark of 3M Co. 


MINING AND MANUFACTURING COMPANY 
-. -WHERE RESEARCH iS THE KEY TO TOMORROW 
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sterilized bundles are made possible with new 
“SCOTCH” Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can © 
guarantee sterility of contents.) 


“SCOTCH? BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


©3M Co., 1961 
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hospital association meetings 


a AMERICAN HOSPITAL ASSOCIATION 11-15 Hospital Engineering, Washington, D.C. (Willard Hotel) 

ae MEETIN 11-15 Central Service Administration, Chicago (AHA Headquarters) 
a — -” 23 American Association of Hospital Consultants, Atlantic City 
1961 (Shelburne Hotel) 

Sept. 25-28—83rd Annual Meeting, Atlantic City (Convention Hall) College of Hospital Administrators, Atlantic City 
ee MEETING AND INSTITUTE 25-28 American Association of Nurse Anesthetists, Atlantic City 


CALENDAR 


(Convention Hall) 
29-Oct. 8 American Society of Clinical Pathologists, Seattle (Olym- 


THROUGH DECEMBER 1961 pic Hotel) 
| (American Hospital Association Institutes are in BOLDFACE type. OCTOBER 
. Meetings of other hospital associations are in LIGHTFACE type. 
(Lord Baltimore) 


JULY 
16-21 19th Annual Institute of the American Association of Hos- 
pital Accountants, Indiana University, Bloomington 
31-Aug. 4 Hospital Purchasing (Advanced), Kansas City, Mo. (Bel- 
lerive Hotel) 
AUGUST 


7-11 Hospital Pharmacy San Francisco (Guy S. Mill- 
berry Union, University of California) 
24-26 Canadian Association of Physical Medicine and Rehabilita- 
tion, Saskatoon, Sask. (Bessborough Hote!) 
29-30 Credits and Collections, Portland, Ore. (Hotel Benson) 


2-6 American College of Surgeons, Clinical Congress, Chicago 
(Conrad Hilton Hotel) | 
2-446 American Nursing Home Association, Cleveland (Pick-Carter 
Hotel) 
2-4 National Federation of Licensed Practical Nurses, Inc., St. 
Paul (Saint Paul Hotel) 
5-6 Saskatchewan Hospital Association, Regina (Hotel Sas- 
katchewan) | 
9-12 American Association of Medical Record Librarians, Phila- 
delphia (Benjamin Franklin Hotel) 
9-13 Nursing Service Administration, Chicago (AHA Headquarters) 
10 Hospital Association of Rhode Island, Providence ‘Sheraton- 


La 


Biltmore Hotel) 
10-12 Associated Hospitals of Alberta, Calgary (Hotel Palliser) 
11-12 Vermont Hospital Association, Burlington (Vermont Hotel) 
11-13 Hospital Safety and Insurance, Dallas, Tex. (Adolphus Hotel) 


7-8 Montana Hospital Association, East Glacier Park (East 
Glacier Hotel) 


UNGOUGED 
WAXED SURFACE 


= 
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ENLARGED 
FLOOR SECTION 


When scrubbing your floors 
—shave off dirty wax without gouging 


working surface to do the job faster. 
SOLID-pDISCc 


There’s a Brillo Solid Disc Steel Wool 
STEEL WOOL 


The tough, but springy, steel wool fibers 

_in Brillo Floor Pads shave imbedded 
dirt . . . without the scratching action 
of the grit in abradant nylon pads that 
can gouge through the old wax and 
groove the floor itself. 


A Brillo Steel Wool Floor Pad used 


Floor Pad for every job . . . scrubbing, 
dry-cleaning or buffing. Send for free 
instructive folder today. 


7 with a good liquid cleaner will do the To strip fioors completely 

a best possible scrubbing job—removing Use BRILLO Syndisc | 

- old wax and dirt—without scratching. | REVERSIBLE FLOOR PADS FLOOR PAD a 
BRILLO FLOOR PADS—he Safe Way to Beautiful Floors mre. co., me., BKLYN 1, 
| | HOSPITALS, J.A.H.A. 


and Operation, Baltimore 
SEPTEMBER 
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new WILSON Disposable Surgeons’ Glo: 
thinner, more sensitive, with “natural edge” 


« Multiple folds protect 
against contamination 


« Thinner than ordinary 


- Natural wrist edge 
offers less constriction 


Wick assures free 
circulation of steam 


Ray. 


New WILSO! 


' Disposable Surgeons’ Gloves combine 
macimum sensitivity and tear-resistance with tmproved 
packaging. Prewashed and prepowdered, for autoclaving. 


[B-D] BECTON, DICKINSON AND COMPANY 


Rutherford, New Jersey-/n Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 


aB-D product 


B-D, DISCARDIT, NATURAL EDGE AND WILSON ARE TRADEMARKS, ec4ct 
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RELIABILITY 


Order with confidence, © bloods 
the quality and dependability © yltrafiltrates 


your laboratory and 

research needs demand. Prompt 

service. All correspondence © fluorescent materials 

and inquiries answered @ diagnostic reagents 

immediately. tissue culture reagents 

We maintain a variety of our own laboratory animals 

ORARO 

Write for this FREE SERUM CO. 

LABORATORIES 


Laboratory and General Office PEAK OF QUALITY 


4950 YORK STREET * DENVER 16, COLORADO ©* MAin 3-5373 


Specialists in a 
specialized field! 


...in fund raising...it’s NATIONAL! 


Benjamin Franklin said, “Above all, health is our greatest 
natural urce”. Is your community hospital keeping pace 
with the rapid advance of medical science? 
National’s proven record of successful accomplishment in the 
specialized field of hospital fund-raising is unparalleled. 

_ Write for National's booklet, ‘Partners in Progress'’ today, without 


Please send Free Copy of your booklet, | 
“Partners in Progress.” 
Name 
Address 
City State 


NaTiowat - Raising Services, inc 


8z Wail St., New York ¢ 600 S. Michigan, Chicago « 
1001 Russ Building, San Francisco ¢ 1105 Fulton 
Notional Bark Bidg., Atlanta ¢ 208 Ridglea State Bank 
Bidg., Fort Worth © 621 Adolphus Tower, Dallas « 
410 Asylum Street, Hartford. 


11-13 Missouri Hospital Association, St. Louis (Sheraton-Jefferson 


Hotel) | 
12 Association of Delaware Hospitals, Dover 
12-13 Nebraska Hospital Association, Lincoln (Cornhusker Hotel) 
16-17 National Council on the Aging, New York City 
16-17 Idaho Hospital Association, Boise (Elks Lodge) 


16-19 Staffing Departments of Nursing, Cincinnati (Sheraton-Gib- 
son Hotel) | 


16-19 American Dental Association, Philadelphia (Sheraton Hotel 
and Convention Hall) 


17-18 South Dakota Hospital Association, Sioux Falls (Sheraton- 
Cataract Hotel) 


17-19 British Columbia Hospital Association, Vancouver (Hotel 
Vancouver) 


19-20 Arizona Hospital Association, Phoenix (Ramada Inn) 


19-21 West Virginia Hospital Association, Morgantown (Morgan 
Hotel) 


22-24 Oregon Hospital Association, Eugene (Eugene Hotel) 
22-25 Colorado Hospital Association, Boulder (Harvest House) 


22-27 American Society of Anesthesiologists, Inc., Los Angeles 
(Statler Hilton Hotel) 


23-25 Ontario Hospital Association, Toronto (Royal York Hotel) 
23-27 California Hospital Association, San Diego (El Cortez Hotel) 


24-27 American Dietetic Association, St. Louis (Sheraton-Jefferson 
Hotel and Kiel Auditorium) 


25-28 American Association of Blood Banks, Chicago (Drake Hotel) 


26-27 Washington State Hospital Association, Yakima (Chinook 
Hotel) 


1-3 Indiana Hospital Association, French Lick (French Lick Hotel) 
2-3 Oklahoma Hospital Association, Tulsa (Mayo Hotel) 
2-4 Hospital Directors of Medical Education, Chicago (AHA 
Headquarters) 
5-11 American Occupational Therapy Association, Detroit (Shera- 
ton-Cadillac Hotel) 
6-10 Physical Therapists, Miami, Beach (Deauville Hotel) 
6-10 Hospital Pharmacy (Specialized), Chicago (AHA Headquarters) 
8-10 Maryland-D.C.-Delaware Hospital Association, Washington 
(Shoreham Hotel) 
9-10 Kansas Hospital Association, Hutchinson (Baker Hotel) 
9-10 — Hospital Association, Minneapolis (Leamington 
otel) 
9-10 Virginia Hospital Association, Richmond (John Marshall 
Hotel) 
13-15 Association of American Medical Colleges, Montreal, Quebec, 
Canada (Queen Elizabeth Hotel) 
13-17 American Public Health Association, Detroit (Cobo Hall) 
13-17 Hospital Housekeeping (Advanced), Chicago (AHA Head- 
quarters) 
13-17 Dietary Department Administration, Boston (Somerset Hotel) 
14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoli- 
tan Hotel) 
26-Dec. | Radiological Society of North America, Chicago (Palmer 
House) : 
27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 
28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 
quarters) 
30-Dec. 1 Illinois Hospital Association, Springfield (St. Nicholas 
Hotel) 
DECEMBER 


11-15 Hospital Design and Construction, Los Angeles (Statler Hilton) 


13-15 Medical Record Librarian’s Institute on Medical-Legal Princi- 
ples of Medical Record Administration (Advanced), Chicago 
(AHA Headquarters) 

26-31 American Association for the Advancement of Science, 
Denver (Denver Hilton) 
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will call. 


NOW! A LOW-COST WAY TO AUTOMATE ADMINISTRATIVE CONTROLS 
_KEYSORT” DATA PROCESSING 


Under today’s ew: many edeiataiid find it 
increasingly difficult to get fast, accurate reports on 
patient days, service department statistics, revenue, ex- 
_ pense distribution and patients’ charging. Yet the data 
processing systems that could automate the load and 
speed the information are too costly. All, that is, — 
Keysort. 


Designed for hospital routines 


Keysort is the only automated data processing system 
flexible enough to fit your hospital as it stands and as it 

ows. It is the one system adaptable and affordable to 
hospitals of every size. Keysort imposes no restrictions, 
requires only minimum training. Yet it fully automates 
your paper work to give you the complete range of 
—— reports you need for efficient administrative 
contro 


Simple to use; 
With Keysort you use Requisition-Charge Tickets, code- 
notched with your vital information for rapid sorting 
and classification. There's less writing for nurses. They 
simply notate the services rendered. Charges are auto- 
matically tabulated and results summarized direct to 
reports. You get the on-time information you need to 
provide better a care. And at a cost well within 
your hospital’s budget. | 

Ask for our case histories 
Your nearby Royal McBee Data Processin —o 
Representative will be happy to sit down with you and 
your board and discuss a low-cost Keysort system 
tailored to your individual requirements. Call him, or 
write us at Port Chester, N. Y.—and we will supply you 
with actual case histories from our files. 


ROYAL MCBEE corporation 


‘NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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Which one 


volume is 900.1bs. | ~~». than 900 but less than 
per hour, or less... "1800 lbs. per hour... 


WASHER- UNLOADING 
EXTRACTOR! WASHER! 


| 


It’s just that easy. And what’s more, we can prove it! This 
greatly simplified rule-of-thumb is based on a series of 
calculations which relate a laundry washer’s production per 
sq. ft., and investment per Ib. produced to specific hourly volumes. 

This will give you an accurate pieture of the econémy 
and efficiency you can expect from any type and size laundry 
washer — before you buy! It is the only way you can be 
sure that the machine you select is best suited to handle your 
specific laundry requirements. 

Give your nearby American representative just a few 
minutes and he’ll show you how this simple yet foolproof system 
will enable you to select the right machine every time. Call 
him today or write for complete information. 
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ight for you 


if your 


volume exceeds 1800 lbs. . 
BIG-VOLUME 

WASHER! 


LO-DOOR MAMMOTH CASCADE® Washer 


2 


Because we offer such a wide range 
of laundry washroom equipment, you 


ole 


can always be sure that your 7 
American representative will 
recommend only the type and size a 
machines which are exactly suited to ee 


your particular needs. With nine 
types and twenty-six sizes of washers 
and washer-extractors to work with, 
he has no ax to grind. You'll get the 
right machine every time. 


merican 


American Laundry Machinery Industries * Cincinnati 12, Ohio 


You get more from 
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Pre-lubricated, anatomi- 
cally correct 2-inch rec- 
tal tube avoids injury 


Check valve regulates 
flow 


4% fl.oz. of precisely 


formulated solution pro- 


vides quick, thorough 
cleansing without pa- 
tient discomfort 


Compact squeeze bottlé 
unit — no loose or mov- 


ing parts 


EVERYONE 

IS HAPPIER 
WITH 

FLEET ENEMA 


FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 
C. B. FLEET CO., INC. Lynchburg, Va. 


because it’s as easy as e ral = 


1. Ready to . .. No prep- 
aration necessary... just 
remove protective cover 


2. Easy to administer . . . by 
nurse or patient... takes less 
than a minute... just squeeze 
bottle with one hand | 


3. Disposable ...simply dis- 
card unit after use... 
eliminates cleanup and 
sterilization 


100 cc. contains: 16 Gm. so 
dium biphosphate and 6 Gm. 
sodium phosphate in 42- 


fl.oz. squeeze bottle. Pediatric 


size, 2Y%4 fl.oz. Also available: 
Fleet Oil Retention Enema, 
4%-fl.oz. ready-to-use unit 
containing Mineral Oil U.S.P. 
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NEW PILLOW SPEAKER 

WITH REMOTE CONTROLS PUTS 
SERVICE...SECURITY...ENTERTAINMENT 
AT PATIENT’S FINGERTIPS 


Executone’s advanced engineering—and thorough 
knowledge of hospital problems—has produced 

this remarkable multi-purpose pillow speaker. The 
new unit is an audio-visual nurse-call cord set... 
a high-quality sound reproducer . . . radio station 
and TV channel selector . . . and volume control— 
all in one. Check these unique features: 

®@ Eliminates the expense and clutter of individual radios. Brings — 


entertainment from one central source. Patient may choose any one of 
five channels of AM or FM broadcasts, recorded music, chapel services, etc. 


@ Separate TV control provides simplest possibile channel selection. 


® Reception is clear, uniform, static-free. Patients in adjoining beds are 
free to choose radio or TY programs independently, without interference. 
Patients who prefer to sleep or read are not bothered. 


@ Nurse call button—and selector buttons—have durable palladium 


EXECUTONE: contacts of special design, for utmost reliability. | 
@ St housing has resistance to and can be 
A REVOLUTION “ide ome shock and moisture; 


@ All patient-nurse conversations utilize the separate wall station, to 
assure clear uninterrupted voice communication at all times. This 
monitor even the faintest sounds in a patient’s 
room. ..can’t be fouled or disengaged. 


patient-nurse communication level. 
@ Bed clamp cannot be removed or lost . . . will not stain or damage linens. 


@ Entire cord-set is instantly removable . . . can be freely interchanged 
with other specialized Executone cord-sets (geriatric, explosion-proof, 


etc.) If the plug is accidentally pulled out, nursing personnel is 
automatically summoned. 


Wall station li of call and 
Wa proper registration 


IN BED-CARE 


4 
tii 


Audio-Visual Administrative Doctor’s R oy Sound Distribution 
Nurse Call Systems Communications and Message Center Systems and Paging Systems 


For detailed information, write to: 
Executone, Inc., 415 Lexington Avenue, Dept. 3-4, New York 17, N. Y. 
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‘it’s different! 


The difference is the Dia-Pump’s® unique vibrating diaphragm of tough Neoprene-Nylon . . . its ‘‘no lubrica- 
tion” design insures delivery of oil-free, microfiltered air to the patient . . . dependable suction performance. 
Rugged . . . built for continuous heavy-duty service . . . quiet, trouble-free operation. Tested, proved, accepted. 


AIR-SHIELDS, INC. 


Hatboro, Pennsylvania, OSborne 5-5200 A Division of National Aeronautical Corporation 
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the authors 


— Rita Radzialowski, R.N., director of 
nursing service, Mount Carmel 
Mercy: Hospital, Detroit, makes a 
plea for stabil- 
ity and uni- 
formity in nurse 
education pro- 
grams in her ar- 
ticle beginning 
on page 36. 
Previously, 
Miss Radzialow- 
ski was asso- 
ciated with Har- 
per Hospital, MISS RADZIALOWSKI 
Detroit, succes- 
sively as head nurse, instructor, 
associate director of inservice pro- 
grams and both associate and 
assistant director of nursing, her 
immediate past position. She has 


also had wide staff nurse expe- 


rience. 


Currently, Miss Radzialowski is 


chairman of the American Hospi- 
tal Association-National League 
for Nursing Hospital Service Liai- 
son Committee and chairman of 
the Steering Committee of the 
NLN Department of Hospital 
Nursing Service. She is also a 
member of the Council on Nursing 
Service of the Catholic Hospital 
Association. 

Miss Radzialowski was gradu- 


ated from the St. Francis Hospital © 


School of Nursing, Hamtramck, 


Mich., and received her M.A. de-. 


gree from Columbia University. 


Robert F. Scates, assistant adminis- 


trator of Baptist Memorial Hospi- - 


tal, Memphis, Tenn., discusses a 
hospital em- 
ployee educa- 
tional assistance 
program, de- 
signed to en- 
courage college 
study while 
working full 
time, in his ar- 
ticle beginning 
on page'39. 
Mr. Scates be- 
gan his career 
in the hospital field in 1945 with 
the Southern Baptist Hospital, 


MR. SCATES 
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New Orleans, as purchasing agent. 
He joined Baptist Memorial Hos- 
pital, Memphis, Tenn., in 1950 as 
a purchasing agent. He became as- 
sistant administrator, the position 
he now holds, in 1953. 

In addition to his duties at the 
hospital, Mr. Scates is a lecturer 
at the University of Tennessee 
(Knoxville) College of Medicine. 


Mr. Scates is a member of the 


Tennessee Hospital Association and 
has served as chairman of that 
association’s insurance committee 
since 1959. He is also a member 
of the Memphis Hospital Council, 
American Hospital Association and 
the American College of Hospital 
Administrators. | 
Mr. Scates received his B.A. 
degree from Baylor University, 
Waco, Tex., and has done graduate 
work at Stephen F. Austin State 
College, Nacogdoches, Tex., and 
Tulane University, New Orleans. 


John Autian, Ph.D., director of the 
drug-plastic research laboratory at 
the University of Texas (Austin) 
College of Phar- 
macy, warns in 
the article be- 
ginning on page 
63 that insuffi- 
cient standards 
and controls 
governing the 
use of plastic 
devices in hos- 
pitals consti- 
tutes a potential 
danger. 

Dr. Autian holds membership in 
several professional organizations, 
including the American Pharma- 
ceutical Association and the Amer- 
ican Chemical Society. He also is 
a committee member of the Na- 
tional Formulary Advisory Panel 
and a member of the contact com- 


DR. AUTIAN 


- mittee, pharmacy section, Ameri- 


can Association for the Advance- 
ment of Science. 

Dr. Autian received both. his 
M.S. degree and Ph.D. from the 
University of Maryland, College 
Park, and has been associate pro- 
fessor of pharmacy, University of 


Texas, since 1960. 


SAFETY 
IN THE 
OPERATING ROOM 


New Explosion-Proof Dia-Pump® 


Supplies vital suction or micro- 
filtered compressed air in the 
operating room with no spark 
hazard. 2500 cc trap jar capac- 
ity; suction—up to 22 inches of 
mercury. Supplied with Yank- 
auer aspirator tube. Safety shut 
off. Quiet operating. No lubri- 
cation or other pump mainte- 
nance. Mobile—on conductive 
castors. For continuous heavy- 
duty operation. 


Other Dia-Pump Models 

Other rugged Dia-Pump units 
available include the Model EF 
Compressor-Aspirator for gen- 
eral hospital service and Models 
EFA Aspirator and EFC Com- 
pressor, all with Micro-Filters. 


Some other Air-Shields products: 
Isolette® infant incubator; 
Croupette® Cool-mist humidifier 
and oxygen tent; 
Ambu® resuscitator; 
Croupaire™ cool-mist humidifier 


Doctor Defined / Doctor Prescribed 


A AIR-SHIELDS, INC. 


Hatboro, Pa., OSborne 5-5200 
a division of the National Aeronautical Corporation 
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Positive 


| Antithrombotic 
Therapy 


oa H E PAR I N is the only substance that protects against the 


organization and extension of thrombi by 
acting on both the clotting mechanism and 
on elevated lipid levels. 


There is a growing body of evidence 


2.3." 4 


for inter-relationships among 
ot elevated serum lipids, atherosclerosis, 
hypercoagulability, and thrombosis. 
INCREASED ELEVATED 
INTRAVASCULAR SLUDGING SERUM LIPIDS 


CLOTTING 


LIPO-HEPIN 


(HEPARIN SODIUM) 


= 


ATHEROSCLEROTIC 
LESIONS 
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LIPO-HEPIN 


HEPARIN SODIUM INJECTION, AQUEOUS 


| Rite] RIKER LABORATORIES, INC. 
ot NORTHRIDGE, CALIFORNIA 


4 


16 HOSPITALS, J.A.H.A. 


| OCCLUSION * 


SPECIAL REPORT 


Area-wide planning 


for hospitals 


and related health facilities 


by GEORGE BUGBEE 


Area-wide Planning for Hospitals and Related 
Health Facilities, as the title of a current report, and 
also as a subject, is receiving a great deal of attention 
across the country. The report was prepared by a 
joint committee of the American Hospital Association 


and the Public Health Service.* The American Medical 


Association was also represented on the committee 
This group of experienced persons drew on the full 
resources of their authoritative agencies to give some 
outline of the need for community-wide planning; 
the extent to which it is currently employed; the type 
of local organization that can be useful for planning, 
and how such an agency can function. In addition, the 
report should be helpful in outlining the type of data 
needed in a local area; the likely sources of informa- 
tion, and the methods of projecting needs and priori- 
ties for an orderly development of the right facilities. 

Planning for hospitals has been done on a group 
basis for the past two decades in a number of com- 
munities. Since its enactment in 1946, the Hill-Burton 
_ Act has required area-wide planning, although most 
communities have always made an effort in the plan- 
ning stages of a hospital project to relate the new 
facility to over-all community need. Although the 
planning idea is hardly new, therefore, there is an 
insistent drive now for more and better information 
in guiding each hospital project so that it can fit into 
a total pattern. Judicious planning would make good 
sense under any circumstances; it takes on even 
greater pertinence—and complexity—in times of con- 
tinually increasing costs and rising expenditures by 
the public for hospital care. 


Increase in the cost of hospital service has raised 
three fundamental questions. The first is double-bar- 
relled: Are hospitals being utilized properly and is 
-care of the best quality? Second: Are hospitals organ- 
ized and administered economically? And third: 
Could hospitals be better located and coordinated to 
provide the whole range of services with less dupli- 
cation and more even distribution? 


~ George B is president, Health Information Foundation, 


New York 


*Mr. Bugbee was chairman of the Joint Committee on Area- 
wide Hospital and Related Health “$4 ee Plannin ae Other mem- 
bers were J. Milo Anderson, Ray E. Brown, Gordon Cumming, 
Jack C. Haldeman, M.D., John R. Mannix, Hayden Nicholson, 
M.D., Vincent Otis, Delbert h, Hiram Sibley, Paul Snelson, 
James J. Souder, Ray E. » M.D., David B. Wilson, M.D., 
and Willard A. Wright, M.D. 
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Every hospital has been confronted with these 
questions, and sponsors have universally wished for 
more information and advice concerning them than 
was available at the time decisions had to be made. 
Planning a hospital facility is only in part a matter of 
bricks and mortar; in the long run, location and 
interrelationship of hospitals directly bear on the 
quality of service, economy of operation and the 
capital investment required. There is good reason, 
then, to review present planning practices and to 
develop additional guidelines. 

| VOLUNTARY PLANNING 

Planning does not mean straight-jacketing or es- 
tablishing restrictive uniformity, and the joint com- 
mittee was unanimous in recommending voluntary 
planning agencies. In the opinion of the writer, re- 
strictiveness is contrary to sound development on the 
basis of community need. The diffusion of hospital 
ownership and operation in this country has decided | 
advantages. The necessity for many local sponsoring 
agencies to invest substantial sums in the hospital 
and to plan wisely for operating solvency have ex- 
erted great pressure for tailoring our system to local 
needs and resources. The assumption of local respon- 
sibility has been consequential in insuring quality 
hospital care for the public. Greater knowledge in 
planning, however, is necessary if a hospital facility 
is to take into account the realities of the health field 
and the economic climate of the country. 

The variety of sponsors for hospital projects has 
sometimes led to unfortunate duplication of services — 
and a lack of concern for the total community need 
for all types of hospital facilities. Not only are there 
thousands of individual nonprofit corporations, but 
also, in some areas, there has been an imcrease in 
proprietary ownership in recent years. In addition, 
many cities and counties have built hospitals that 
overlap or are duplicated by the functions of state 
hospitals and federal systems, such as veterans ad- 
ministration hospitals, often superimposed on seg- 
ments of the same population. Unfortunately, there is 
little in the present system that requires or helps any 
one sponsor to examine the total need. | 


Planning is relatively clear-cut in a rural area 
where one can conceive of outlying hospitals, larger 
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intermediate hospitals with more complete services | 


and a center hospital in a nearby urban area with all 
services. But this theoretical pattern is never wholly 
applicable. Further, present guidelines for planning, 
which have some validity for rural or semirural areas, 
are of limited value in solving the complex problems 
of metropolitan areas. There are 52 standard metro- 
politan areas in the United States with more than 
2000 general hospital beds each and 53 others with 
1000 to 2000 beds each. Since these areas have a 
number of hospitals serving overlapping districts, 
unusual planning questions arise related to (1) mini- 
mum size of hospital; (2) geographic location; (3) 
relative need for beds; (4) replacement of obsolescent 
facilities; (5) relationship to teaching hospitals; (6) 
degree of duplication of services, and (7) the dis- 
tribution of facilities for long-term illness. In these 
instances, the joint committee report described in this 
article can be particularly helpful, although it is 
potentially useful for all areas, rural and urban. 


Urban problems in planning for hospitals can only 
increase in the future. Nation-wide trends in recent 
years have shown a reduction in the rural population, 
a relatively stable population in central cities and 
tremendous suburban growth. The emerging pattern 
immediately raises such questions as how to maintain 
some of the largest and best hospitals in the country, 
which are predominantly metropolitan, and yet pro- 
vide adequate service to suburban areas. Obviously, 
a comprehensive view is required for the total needs 
of an urban area, and this has led to the organization 
of planning agencies in some of our larger cities. The 
oldest metropolitan planning agency is the Hospital 
Council of Greater New York, but others are now 
active in Baltimore, Buffalo, Chicago, Cleveland, 
Columbus, Detroit, Kansas City, Los Angeles, Pitts- 
burgh, Rochester and Scranton. 

Questions may be raised concerning the effective- 
ness of these area-wide planning agencies, but expe- 
rience shows that generally they have been effective. 
As is customary with most planning, funds have not 
always been provided generously. On the other hand, 
where funds have been available from a joint fund 
drive or through Hill-Burton, or in instances when 
large donors insisted on planning agency endorse- 
ment, agencies have invariably had a positive influ- 
ence. 


TYPE OF DATA NEEDED 


A pressing problem that increases the need for 
better planning in central cities is the backlog of 
obsolescent facilities. In many cities, this problem is 
compounded by the movement of high-income groups 
to the suburbs. This shift has lowered the fund-raising 
potential of older hospitals that need to replace ob- 
solete facilities, yet are acknowledged to be among 
the finest hospitals. Only as urban planning is further 
perfected, however, can the relative need for facilities 
between urban and suburban areas be fully deter- 
mined. 

The joint committee of the AHA and the PHS 
began its work by endeavoring to determine (1) the 
type of data needed by an urban planning agency and 


(2) how that information might be organized to 
establish planning goals and the priority of specific 
projects in a metropolitan center of substantial size. 
There was little debate about the type of information 
required, but as the report clearly demonstrates, the 
primary hope for more satisfactory planning in the 
future rests on the development of further experience. 
Only then will statistical guides be sufficiently ex- 
plicit to permit more accurate determination of pri- 
ority of need. Present judgments by a planning 
agency must be made in terms of over-all community 
responsibility, with sensitivity to the needs of existing 
institutions, and assistance to each in determining 
its community-wide role. The typical planning agency 
will find many broad principles, in the joint com- 
mittee’s report, which can prove useful in making 
value judgments. It is imperative, then, that plan- 
ning agencies be established with care and be repre- 
sentative of community interests, not only to assure 
adequate information and technical participation in 
judgment, but also to ensure that recommendations 
be acceptable to hospitals and the community as a 
whole. 

There have been long discussions about the need 
for local sanctions against establishment of new hos- 
pitals or addition of beds where such construction is 
contrary to a community plan. The joint committee 
spent considerable time reviewing this question, and 
its opinion concerning the authority which should be 
granted a voluntary planning agency is worded with 
great care. It is worth studying, and it is quoted here: 


AUTHORITY FOR ACTION 
“A final major consideration is the proper au- 
thority of local planning groups and the type of 
sanctions which should support and effect their 
decisions. Since detailed planning techniques, 
particularly for urban areas, are still in the ex- 
perimental stage, the degree to which they should 
become the basis for legal requirements govern- 
ing health facility construction has not been 
determined. Such techniques include the basis 
for establishing the number and types of beds 
required, priorities for new construction, replace- 
ment, modernization, and the relationships of 
various types of facilities to one another. Some 
states have already begun to study the desira- 
bility of requiring by legislation that all hospitals 
present evidence of need prior to construction. 
No state, however, has thus far enacted such 
legislation. 
“Considerable leverage encouraging adherence to 
local plans is presently being offered through 
provisions governing the allocation of locally 
raised funds and through Hill-Burton priority 
mechanisms as well as the absence of definitive 
planning formulas, heavy reliance must be placed 
on group judgment of a broadly representative 
organization. Such judgment can be reinforced 
by education and persuasion of the public and 
representatives of facilities which are affected.” 
Altogether, the report is an intensive review of 
experience to date, interpreted according to the best 
judgment available. It should be helpful to any com-_ 
munity that is willing to organize a voluntary plan- 
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PLANNING EXPERIENCE 


ning agency and that understands the wisdom of 
planning toward further improvement of hospital 
care and toward productive control of the large 
investment required for providing hospitals and re- 
lated health facilities. In the inexorable movement 
of events in the hospital field, every effort to sustain 


the good already accomplished and to meet simul- 
taneously the challenges of change and progress is 
worthwhile. The members of the joint committee 
approached their assignment with this conviction and 
have produced a report that leads to better under- 
standing of a very difficult and necessary job. §&% 


Committee sets down 
local planning principles 


HE URGENCY of the nation’s hospital and related 

health facility problems calls for immediate steps 
to intensify current planning efforts in the United 
States. The Joint Committee on Area-wide Hospital 
and Related Health Facilities Planning reached this 
major conclusion after more than a year of study 
and deliberation. 

Based on this finding, the Committee recommended 
that a local planning agency, whose membership in- 
cludes broad community representation—meaning 
community leaders in other than health fields—should 
be established wherever a substantial planning prob- 
lem exists. 

The Committee also pointed out that establishment 
of such a planning agency will require community 
support and the full cooperation of community hos- 
pitals and related health facilities. In addition, the 


Committee recommended that since the quality and 


utilization pattern of any one facility in a community 
affect all other health facilities in the same com- 
munity, requisite interrelationships be — to 
insure maximum use of all facilities. 

PLANNING PRINCIPLES 

In organizing a planning agency, the Committee 
enunciated the following basic principles pertaining 
to the organization and function of such a planning 
agency. 

1. Each region having a substantial hospital or 
related health facility planning problem should have 
a local planning agency formed either by voluntary 
community initiative or by official action by the state 
or local government. 

2. The local planning agency should have a govern- 
ing body comprised of members drawn from the top 
echelon of lay and professional community leadership. 
While the majority of members should not be engaged 
full-time in health or hospital work, it is to the health 
field that the agency must turn, not only for represen- 
tation, but also for membership on advisory commit- 
tees to provide technical guidance. 


3. Since the agency’s functions should be of a con- . 


tinuing nature, it is essential that the body be estab- 
lished as a permanent organization. 

4. The local planning agency should be recognized 
by the state Hill-Burton agency as the authorized 
planning agency for the locality. 

5. Close collaboration should exist between the 
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state Hill-Burton agency and the local planning 
agency in developing and implementing both local 
and state plans. 

6. The local planning region should include as large 
a geographic area as is consistent with the delineation 
of planning regions by the state Hill-Burton agency. 
Functional grouping or even consolidation of existing 
regions may be desirable in certain situations. 


7. A planning region which includes a standard | 


metropolitan statistical area should include both core 
cities and suburban cities to the greatest extent pos- 
sible. A logical planning region may sometimes in- 
clude more than one such area. 

8. The formation of local interstate planning agen- 
cies in those standard metropolitan statistical areas 
which lie in more than one state should be encouraged 
by state Hill-Burton agencies. 

9. Liaison should be established by the local plan- 
ning agency with other community organizations con- 
cerned with health matters and community planning- 

10. A local planning agency will require staff suf- 
ficient to carry out its functions. It may share staff 
with other related organizations, such as a hospital 
membership council, as long as the agency’s inde- 
pendence and autonomy are unimpaired by the ar- 
rangement. 

11. Funds for operating a planning agency should 
come from a variety of sources. These include govern- 
ment, philanthropy, medical associations, industry, 
labor, Blue Cross, Blue Shield and prepayment agen- 
cies, insurance companies and the facilities them- 
selves. Support fur a planning agency should not 


come exclusively from hospitals or any other single 


source. 

12. The local agency may engage in capital fund- 
raising activities, provided that such activities do not 
impair the objectivity of its recommendations or their 
acceptance by the community. It should be authorized 
to receive and disburse funds. 


PLANNING DATA 


The Joint Committee on Area-wide Hospital and 
Related Health Facilities Planning also delved into the 
kinds of data required to plan intelligently. Three 
major categories of data were formulated. These are: 

1. Comprehensive data presenting a profile of ex- 
isting hospitals and health facilities should be col- 
lected from all public, voluntary and private facilities 
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| 
| 


within the region and related areas where important 
services are provided. 
| 2. Additional data should be collected from other 
available sources regarding population trends, topo- 
. graphical and socioeconomic aspects of the community 
and projected development or redevelopment of the 
community. 

3. As a minimum, the data supplied by health 
facilities should show (a) the number, distribution, 
x capacities and degree of obsolescence of all facilities; 
| (b) the types and distribution of patient care services; 

(c) patient origin; (d) the types and capacities of 

educational programs provided by the facilities; (e) 

usage of major clinical departments and certain spe- 

- Cialized services; (f) the distribution and qualifica- 

tions of physicians and other health facility personnel, 

and (g) length of stay by major diagnostic classifica- 
tion. 

REGIONAL PLANNING 


The report also provided broad principles for de- 
veloping a regional plan. These include (1) project- 
ing the needs of the region for hospitals and related 
health facilities to be met at a future target date; 
(2) planning the orderly distribution of facilities by 
type and by area within the region; (3) projecting 
financial resources for capital construction, and (4) 
developing priorities for modernization and new con- 
struction in a systematic sequence consistent with 
community need and availability of community re- 
source. 


Successful implementation of a regional plan, once 
it is developed, will depend on community respect 
for the local planning agency; assurance that its rec- 
emmendations are based on objective and reliable 
data and competent professional judgment, and con- 
fidence that it has made every effort to arrive at 
impartial decisions. 

The Committee suggests that the local planning 
agency, in implementing the regional plan, may do 
any or all of the following: 

1. Apprise the community of its recommendations 
by all appropriate means. 

2. Refuse to recommend projects for federal or 
state assistance and discourage actively the use of 
capital funds from any source for construction which 
is not consonant with the plan. 

3. Support and actively encourage capital fund 
drives for the construction of needed facilities. 

4. Encourage individual facilities, such as general 
hospitals, to provide much needed facilities, such as 
those for psychiatric, long-term and rehabilitative 
care. 

5. Provide an opportunity for the public to express 
its views through open meetings or public hearings 
when appropriate. 

The carefully thought out recommendations and 
suggestions of the Committee, if acted upon by local 
planning agencies, should go far to meet the urgent 
demand for more intensive planning on an area-wide 
basis in an effort to solve the problems of hospitals 
and related health facilities in the United States. §& 
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ACCEPTED FOR LISTING BY THE AMERICAN HOSPITAL ASSOCIATION | ermca runo-nnsine 


I must confess I was somewhat skeptical when 
the goal was set at $1,000,000 and further, 
I felt that having 900 persons attending the 
15,000, ning dinner, out of a total population of 
gy was beyond the realm of possibility. 
glad to say that you proved me wrong 
vag 


In the campaign which you conducted, in spite 
of many hardships, including the worst winter 
we have ever had in Winchester, the goal of 
$1,000,000 was exceeded and I think we will 
amigo a wind up with 15-20% in excess of 
the g 


BRANCH OFFICE: 
225 Weet 34th Street 
New York 1, New York 
OXtord §5-7665 
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tucthe: ir Vi / 
aucy Victory: 
«> 
< LE of William P. McGuire, M. D., 
y 
is understood that a considerable sum has been bequeathed 
<+} 4 ‘i to the hospital as a direct result of the campaign. 
2. 
| MEMBER 


This nursery is virtually free of disease-causing 
bacterial And he helped make it that way! 


He’s the Man Behind the Huntington Drum 
(our representative). And his recommendations 
for a Patient-Safety Program are helping protect 
everyone in this nursery from cross infection. 
The program is based on his years of experience 


and a multitude of sanitation products especially 
created to meet the aseptic requirements of 
hospitals. Read about this important program 
on the next page. It’s the common-sense solution 
to the problem of hospital-acquired infection. 


HUNTINGTON 


..- Where research leads to better products 


HUNTINGTON 4 LABORATORIES - HUNTINGTON, INDIANA « Philadelphia 35, Pennsylvania « In Canada: Toronto 2, Ontario 
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The Huntington 
Patient-Safety 
Program 


How to prevent infection from originating in the hospital. 
That's the problem. Many hospitals are solving it by returning 
to old-fashioned attitudes toward cleanliness in every depart- 
ment combined with the use of modern, efficient aseptic prod- 
ucts. And they are adopting the basic principles of a Patient- 
Safety Program to set up a common-sense plan-of-attack 
against resistant Staph. and all other infectious agents. 


This practical program features: 


@ More than 100 Huntington products that will effectively 
help combat the spread of infection from the admitting office 
to the O.R. suite, the nursery, everywhere in the hospital. 


@ An intelligent Huntington representative to help you plan 
the program to meet your specific needs. Individual hospital 
aseptic problems differ because of variations in layout, in func- . 
tion and in use. The job of the Man behind the Huntington 
Drum is to select the right Huntington product or products 
for your hospital. He will show you how to efficiently and ef- 
fectively use these products to destroy bacteria on all surfaces. 


@ An experienced Huntington representative whose advice and 
suggestions will greatly assist you while building and maintain- 
ne yor Patient-Safety Program. His experience in the hos- 
pital aseptic control field averages 19 years. 


@ A company that completely backs up its men and products 
with research laboratories that place quality above all else. For 
over 41 years, these laboratories have been enforcing rigid con- 
trol over the Huntington manufacturing processes. 


Call or write today. Get more details on the Huntington Patient- 
Safety Program. 


, Prevent cross-infection in the nursery 
\.with these two Huntington products: 


@ HEXA-GERM ANTISEPTIC SKIN DETERGENT WITH 3% 
HEXACHLOROPHENE - Proven effective in preventing Staphylococcal 

in infections in the newborn nursery. Excellent for removing vernix and 
\ preventing pyogenic skin infection. Economical in use, Hexa-Germ is 
\ widely accepted in oe for pre-operative surgical hand-washing and 
\. as a routine hand wash for all personnel. Regular use leaves a bacteriostatic 
\layer on the skin. Blended with skin-conditioning lanolin and petrolatum. 


\ 

@ DI-CROBE GERMICIDAL CLEANER DISINFECTS, DEODOR- 
IZES AND CLEANS IN ONE EASY STEP: A soapless (anionic) de- 
tergent and a os germicide combined. Bactericidal under use condi- 
tions. Kills a d spectrum of microbes, including resistant Staph., at 
very high dilutions. Leaves an anti-bacterial blanket if not rinsed. Effectively 
lowers Soshesiad count in the air when sprayed. Will not create a soap film, 
UL approved for use on conductive floors. Non-toxic and non-irritating. 
May be used on all surfaces not harmed by water alone. 


..» Where research leads to better products 


HUNTINGTON - LABORATORIES 
Huntington, Indiana 


CJ Please send me the free booklet, ‘A Suggested Plan for Infection 
Control in Hospitals.” 


C) Send more information on Hexa-Germ Antiseptic Skin Detergent. 


C) Send laboratory reports and other literature on Di-Crobe Germi- 
cidal Cleaner. 


C) Have your representative call for an appointment. 


“~~ 
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AHA and nursing homes 
What are the policies of the Ameri- 


can Hospital Association with regard 
to nursing homes? 


The American Hospital Associa- 
tion is actively promoting the list- 
ing program for inpatient care 
institutions other than hospitals, 
the vast majority of which are 
nursing homes. The Association 


has listed well over a hundred in > 


the last few months and as rapidly 
as its staff can get to the nursing 
homes that have requested listing, 
this list is being expanded. ~ 
Membership in the American 
Hospital Association is available to 
all nursing homes that meet listing 
requirements, regardless of aus- 


pices. The majority of those seek- 


ing membership once they have 
achieved listing are nonprofit 
nursing homes and homes for the 
aged. However, some proprietary 
nursing homes have requested 
membership and are being ac- 
cepted. 

The Association is encouraging 
state hospital associations to de- 
velop a membership program for 
those nursing homes meeting list- 
ing requirements and approxi- 
mately 11 states are now doing so. 

The AHA is attempting to 
strengthen its service program to 
assist nursing homes in improving 
their standards. It is hoped that 
this can be accomplished through 
institute programs, the listing pro- 
gram, and the development of 
guides and manuals on various as- 


pects of nursing home administra- | 


tion.—HEten D. McGurIRE 


The American Hospital Association 
_ publication, Principles and Recom- 
mended Procedure as a Guide for the 
Identification of the Newborn in Hos- 
pitals, stipulates that duplicate items of 
identification should be placed on the 
infant in the delivery room. We are 


using wrist bands for the infant and 


mother as well as an identification card 
on the infant’s crib. Do these ade- 
quately serve as duplicate manne of 
identification? 


The stipulation to which you 
refer pertains to items of identifi- 


should not be con- 
strued as being legal advice. Hospitals with legal 
ere te own attorneys. 
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cation placed on the infant. While 
in some areas finger printing and 
foot printing has been abandoned, 
other physical methods of identifi- 
cation are under investigation. One 


which is being conducted experi- 
_mentally in Chicago consists of 


classifying the conformation of the 
ear, which is considered by these 
investigators to be — indi- 
vidual. 

In the meantime, many hospitals 


are using three identification bands, 
of which two are placed on the 
infant. At the time of discharge, 
one is removed and stapled on the 
infant’s chart, while the other goes 
home with the infant, providing 
by its similarity with the mother’s 


wrist band a further reassurance to. 


the parents. Methods in the identi- 
fication of infants are undergoing 


considerable change, but it appears | 


to be necessary to preserve some 


MISS PHOEBE 


“Don’t stare at me, young man. It’s really my 
Everest & Jennings chair that does the balancing.” 


NO. 42 IN A SERIES 


Elevating legrest mode! has 
8” casters balance-positioned te 
compensate for weight of casts. 


The balance in- Everest & Jennings 
chairs means more than greater safety. 
Correct balance reduces mechanical strain. 
practically eliminates maintenance costs. Correct 
balance means easier maneuvering, easier folding, 
Correct balance is another reason that 
Everest & Jennings chairs are such a bargain. 
They simply refuse to wear out. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC.. 
1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 
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@ sheets for analyzing load re- 


- dual or double checking method of 


identification, and to provide the 
parents with the reassurance of 
this.—FREDERICK N. ELLiott, M.D. 


Are there figures available on the 
dollar value of inventory maintained 
per occupied bed by the average short- 
term general hospital? 


Unfortunately, figures on this 
particular aspect of hospital opera- 
tion are very. vague because of the 
inconsistency among hospitals as 
to items included in hospital inven- 
tories. One hospital may inventory 


a specific item and count the item 
as general stores while another 
may not. Consequently, a wide 
range of dollar volume results. In 
the Chicago area at present, the 
average figure seems to be approxi- 
mately $125 per hospital bed re- 
gardless of whether it is occupied. 
This figure includes linen and gen- 
eral supplies only. X-ray and labo- 
ratory supplies as well as drugs 
are not considered in this particu- 
lar figure. A 20 per cent increase 
in the general supplies figure 
should be allowed for the inclusion 


Here’s help in 


CHOOSING THE RIGHT 


STANDBY ELECTRIC 


for your 


This engine generator set 

Estimating Kit provides sim- 

plified information on: 

@ standby power requirements in 
hospitals 


®@ explanation of engine genera- 
tor set components 

® starting systems and switch- 
board types 

@ exhaust and cooling systems 


@ suggested specifications for en- 
tire system 


quirements 
@ other helpful information 
Write direct for the Estimat- 
ing Kit that helps you deter- 
mine engine generator set re- 
quirements in your hospital — 


ALLIS-CHALMERS 


POWER FOR A GROWING WORLD 


24 


or see your Allis-Chalmers 
dealer. He will be glad to assist 
in determining your needs. 
Allis-Chalmers, Milwaukee 
Wisconsin. 


This Allis-Chalmers 21000 Sure-Power 

generator set protects vital services 

in case of power failure at a hospital 
in New England. 


of pharmacy and pharmacy items. — 
—SAMUEL WHITE Jr. 


Surgical privileges 

What is the proper procedure to be 

followed by hospitals when receiving 

applications from physicians for privi- 
leges in surgery? 


Each individual physician ap- 
plying for privileges should be 
evaluated by the credentials com- 
mittee of the medical staff, taking 
into account his training, expe- 
rience, and demonstrated compe- 
tence. A physician may be granted 
privileges in surgery after having 
submitted to the credentials com- 
mittee a list of those procedures 
which he feels are within his ca- 
pacity. 

While certification by a specialty 
board or membership in a specialty 
society is a goal to be sought, it is 
by no means the final determining 
factor in deciding the status of the 
physician in the clinical field. By 
this you will see there is no length 
of time required in graduate resi- 
dency other than those set by spe- 
cialty boards for their own use. 

A physician may be considered 
in any status on the hospital staff 
upon the basis of his experience 
and ability upon recommendation 


‘of the credentials committee, sub- 


ject to approval by the governing 
body.—J. R. ANDERSON, M.D. 


Directors of personnel 


Does the American Hospital Associa- 
tion have a program for mone a direc- 
tors of personnel? 


While the American Hospital 
Association does not have a per- 
sonal membership department spe- 
cifically for hospital personnel 
directors, we furnish a wide va- 


riety of services. It conducts an- 


nually at least three institutes on 
a national basis in this special field 
in addition to participating on the 


various programs of the state hos- 


pital associations. Several booklets 
on various aspects of personnel 
are included in the Association’s 
publications catalogue. The AHA 
manual on personnel administra- 
tion is presently being revised; 
when ready it will include sample 
forms for use in a personnel de- 
partment and suggested personnel 
audits.—WILLIAM S. SCHMIDT 
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WASHER 


EXTRACTOR 


CONDITIONER 
‘TROY COMBINATION WASHES— 
EXTRACTS CONDITIONS IN SAME TIME 
AS ORDINARY WASHER CYCLE ALONE ey 


FASTER, CLEANER RINSES LIVE STEAM REDUCES PRECONDITIONS LOAD 
Three minutes of automatic 


Exclusive BIFURCATOR® duct ae 
trunion-type spray rinse equais MOISTURE RETENTION fan preconditions (fluffs) and sox 
several ordinary deep rinses. _. Moisture retention decreased at cools load. Pieces easy to han- 

least 5% over ordinary extrac- gle and just right for ironing. 
tion of equal time. Ups ironer ; 
production 10%. 


© New Anti-Vibration Suspension System ¢ 5 Safety Features 
¢ 100, 200 and 375 ib. Models 
MAIL COUPON FOR DETAILS 


TROY LAUNDRY MACHINERY, Dept. H-761 
Division of American Machine and Metals, Inc., East Moline, Illinois 


Please rush full details on TROY WX Washer-Extractor. 
TROY. LAUNDRY: MAGHINERY DIVISION OF 


American Machine and Melals.inc 


ST MOLINE, HLINOIS 


FiRM 


of American Machiag gad Metais, Inc. 


> 


ADDRESS 


ciTyY & ZONE 
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out-produces 


sterilizers 


-Vacamatic is NOT an ordinary sterilizer. 
It doesn’t even look ordinary. il 
This new Central Service Sterilizer a 
utilizes advanced principles of sterilization to a 
achieve its tremendous speed and positive effi- i <a 
ciency. Vacamatic draws ultra-fast vacuums be- 
fore and after each load, thus permitting instantly Lo es. 
microbicidal pressure steam temperatures of 275°F. os 
In fact, so swift . . . so positive is Vacamatic a 
that it processes a full load of linens in just o & 
15 minutes. . . in contrast to 70-80 minutes for Ba Bh. ia 
ordinary sterilizers . .. about five times faster. 
But time is not the only barrier Vacamatic 1 | 
overcomes. It provides positive assurance that 2s a 
even the most dense packs are properly sterilized - 
(due to high prevacuumi and instantly micro- 
bicidal action of pressure steam at 275° F.). AS | 
Fabrics have longer life because of the ultra- 
short exposure period . .. and Vacamatic saves 16 
vital space in Central Service. 
' Smart styling of the new Vacamatic is in keep- 1 
ing with the most modern concepts of hospital | 
decor. Handsome stainless steel facing plus an | 
of Vacamatic. ans 
And finally the easy operation of this advanced eB 
unit. The operator simply selects the type of : i 
load and presses the “Start’’ button. It’s that i 
simple . . . that positive. Vacamatic’s “electronic 
brain”’ does all the rest. | 
Wouldn’t a new high efficiency Vacamatic Sterilizer 
fit into your Central Service sterilization program? : 
Please write for “‘Vacamatic Breakthrough” Brochure SC-303. 


PENNSYLVANEA 


| 
7 
/ Sterilizers, Surgical Tables, Lights and related 
t 
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_ DIET DEMONSTRATION CART used in teaching patients about modified diets at the Crawf 


= 


_ 'W. Long Memorial Hospital, Atlanta, Ga. Cart holds food models, special foods for modified 
diets and measuring equipment, and is designed so that it can be wheeled into the narrow 


Demonstration cart teaches nutrition 


The ingenuity of a therapeutic 
dietitian, the cooperation of a hos- 
pital carpenter and the financial 
assistance of an auxiliary added up 
to a cart which serves as an effec- 
tive means of demonstrating in- 
formation about nutrition and 
modified diets to patients at the 
Crawford W. Long Memorial Hos- 
pital, Atlanta, Ga. 


Mary K. Towne, therapeutic die- - 


titian, designed the cart to help her 
in carrying visual aids for diet in- 
struction, including dietetic foods 
and wax food models. Samples of 
dietetic foods used in certain mod- 
ified diets such as diabetic and 
salt-controlled diets were donated 
by several distributors. Showing 
these foods to the patient helps him 


to know what to look for at the . 


grocery store when he has to plan 
and prepare his own modified diet 
and to understand such phrases as 
“no salt or sugar andes" or “ar- 
tificially sweeten 

According to Miss Towne. pitt 
are not used to thinking of food in 
terms of size or measure. Thus food 
models in specific size portions are 
helpful in showing patients what 
their meals should look like under 
their modified diet plans. 

The hospital auxiliary provided 
the $250 necessary for the con- 
struction of the cart and for the 
purchase of food models. A car- 
penter in the hospital’s mainte- 
nance department built the cart 
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out of plywood, approximately 20 
inches wide, 36 inches long and 48 
inches high, and mounted it on 
six-inch wheels. Measurements of 
the cart were planned, according to 
Miss Towne, with the thought that 
“it would have to be pushed on and 


off elevators, squeezed into nar- 
row spaces between beds; be able 
to turn around in the minimum 
amount of space, and still display 
our dietetic foods to advantage.” 

Table-like surfaces for showing 
meals set up with the food models 
are provided by desk-type open- 
ings on either side of the cart, with 
space inside the cart for storage 
and display of the various dietetic 
foods. In the lower part of the cart, 
drawers accessible from both sides 
furnish storage space for the wax 
food models. 

Patients perk up when Miss 
Towne pushes her cart into their 


rooms. It acts as a “conversation 


piece” and as a stimulant for ques- 
tions and confidences which lead to 
nutrition information oriented to 
the individual patient. s 


Avvaindsiahaiiad ideas from Michigan contest 


A ward reference file for the use 
of charge nurses at Hurley Hospi- 
tal, Flint, Mich., was the idea that 
won the $1000 Grand Award in 
‘“‘Michigan’s Third Search for New 
Hospital Achievements Contest”, 
sponsored by the Michigan Hospi- 


tal Association and Michigan Blue 


Cross. 

Recipient of the award was Vir- 
ginia Atkin, R.N., of the depart- 
ment of nursing service at Hurley 
Hospital. Announcement of this and 
other awards was made at a lunch- 
eon during the 42nd annual con- 
vention of the Michigan Hospital 
Association in Grand Rapids on 
June 19. 

The ward reference file furnishes 
information about every test, pro- 
cedure, or piece of equipment which 
can be ordered by physicians at this 
hospital. This information is con- 
tained on 500 cards, filed and cross- 
filed alphabetically in a wooden file 
box, and is at the service of the 
charge nurses in various wards. 
Use of this file has eliminated the 


need for learning this information 


by trial and error and for atlas 
time-consuming telephone calls to 
departments in the hospital 

Studies have shown that ap- 
proximately half of the charge 
nurses’ time was spent noting phy- 
sicians’ orders and that one third of 
their time at this activity was 
saved by the use of the ward ref- 
erence file. With the charge nurse’s 
salary calculated at $2.19 per hour, 
an estimated saving of $63,948 per 
year is accomplished by the new 
system. 

Four other top winners in this 
contest and their award-winning 
achievements are as follows: 


MODIFIED OXYGEN MACHINES 


Scott M. Stieler, maintenance 
manager, Marlette Community 
Hospital, won a first award of $500 
for a modification to oxygen ma- 
chines which permits washable fil- 
ters to be installed at each end of 
the machine. The chief advantage 
is in greater patient safety by 
eliminating a possible source of 


bacterial contamination. Other ad- | 
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Dy 
«between beds. 


vantages are that the equipment 
lasts longer since it no longer is 
clogged with lint and that a more 
thorough cleaning of the machine 
is possible with a slight saving in 
man-hours. 

The machine was modified by 
cutting off both ends to provide 
a space for washable filters. These 
machines may now be cleaned by 
removing the filters and using a 
vacuum blower to blow air and 
disinfectant fogger through the 
machine. Installation of clean fil- 
ters which have been coated with 


germicide completes the process. 


INTENSIVE CARE UNIT 


Sister Mary Bernard, assistant | 


director of pediatrics, Providence 
Hospital, Detroit, and Eugenia 
Dunn, formerly instructor, -:inserv- 
ice education at this hospital, re- 
ceived a $500 award for their work 
in converting an unused nine-bed 
post-partum ward into an eight- 


bed intensive care unit at a total — 


cost of $7754. Changes and re- 
modeling included making a door- 
way into an adjoining utility room; 


Jones stainless steel bedpan designed 
for both comfort and convenience 


The exclusive egacee 5 stainless steel bedpan 
the patient rests easil 
the pan. Contoured 


is tapered so 
on edge—not humped over 
uttocks and keeps the 


Notice contour desi pat 
bedpan. Fits 


Jones #510 
Made from 
heavy gauge stainless steel. 


Every hospital that has 


METAL PRODUCTS COMPANY 


between patient’s de into place. 
Special construction to be rolled on- 
to pan which then automati hy assumes correct position. 


the new Jones stainless 


steel bedpan reports that make life easier for 
both patients and nurses. For additional ny sang te ont? to 
> ou can test the “Relax” 
write to our Festal Ware Division, Dept 


West Lafayette, Ohio 


addition of piped-in oxygen, wall- 
type blood pressure apparatus, wall 
bed lights, eight recovery beds and 
a chart desk made specially to fit 
the space available. A manual was 
prepared to give information on 
planning, equipment, procedures, 
policies and orientation to unit. 

The use of this unit results in 
better care for seriously ill patients 
at a lower cost to the patient. Less 
seriously ill patients in other sec- 
tions of the hospital benefit since 
their nurses can now give them 
better care. 


COLOSTOMY IRRIGATION TIP 


Bonda M. Hale, clinical instruc- 
tor, Little Traverse Hospital As- 
sociation, Petoskey, won a $500 
award for her nursing tip which 
suggested the use of the Foley 
catheter for colostomy irrigation 
when control of solution is desired. 
Her directions for the use of this — 
device for colostomy patients and 
the advantages both for the patient 
and the nurse were published in 
the March 1961 issue of R.N. 


A committee was the winner of 
another $500 award—the forms 
and procedure committee (Martin 
A. Mix, chairman) of the Henry 
Ford Hospital, Detroit. The com- 
mittee estimates that changes in 
forms used in recording informa- 
tion about patients have saved the 
hospital more than $14,000 per 
year in personne] time and print- 
ing costs. 

One new form was developed, 
two forms were revised and one 
form was eliminated. Illustrative 
of the thinking behind the changes 


- made is the elimination of a form 


used to give a daily report of pa- 
tients’ conditions. Filling in this 
form with detailed information 
about patients took approximately 
30 minutes of the ward clerk’s 
time on each inpatient floor. Much 
of the information was unneces- 
sary and was duplicated in other 
records. Another form, the daily 
census form, was revised to in- 
clude information on patients 
whose condition had changed from 
the day before. Eliminating this 
one form giving daily information 
about patients’ condition was es- 
timated to result in a saving of 
4200 hours annually of the ward 
clerks’ time. 
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FORMS REVISED 
\ 


Made for Emergency Room Econom 


Every easy-on-and-off Quixam fits either hand; saves 
sorting and handling time; reduces costs where usage 


is greatest. Quixams are only one of the complete line 
of PIONEER Rollpruf Surgical and Hospital Gloves’ 


— all designed for positive savings on specific jobs. 
A PIONEER Glove Expert can help you save by 
making a complete analysis of your glove problems. 


The PIONEER Rubber Company - 349 Tiffin Road + Willard, Ohio. 
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Lancaster Umbilical * | 
CORD BANDER 


Lancaster Umbilical * 


CORD BANDER 
@ Standard practice in hundreds of U. S. Hospitals 


@ More than 200,000 applications without a single | 
incident of cord bleeding or any other complication Two clamps are used as 


m Substantial cost reductions over any other method 
wm Proven and accepted by extensive hospital use 


ed through stretched band. 


Advantages 
Over Umbilical Tape 
1. Ease and speed of application 


2. Complete freedom from the compli- 
cation of bleeding of the cord 


3. Rapid drying of the cord 


Over Metal Clamps 
l. Light weight 
Disposability 
3. Economy 


Cord is cut between the 


closed clamps while 
bander and clamp nearest 
abdomen are held in left 
hand. 


3, 


After cord is cut, stretched 
band is pulled over cord 
and released from _instru- 
ment to closed position on 
cord. 


THE STANBIO Laboratory, Inc. 


STANBIO P. O. Box 297 


Hallettsville, Texas 


Over Plastic 
1. Rubber bands continue to contract 
2. More economical (Pre-cut bands 
available from stock at all times) 


Write or ask your dealer for Brochure 


“LANCASTER, Y. BANDING THE UMBILICAL CORD — AMERICAN JOURNAL OBSTETRICS AND GYNECOLOGY, VOL. 75, NO. 2, FEB. 1958, 
HOSPITALS, J.A.H.A, 
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accneditation 


_ KENNETH B. BABCOCK, M.D. 


Several hospitals in our state have 
placed biochemists in charge of their 
clinical laboratories. Is this acceptable 
to the Joint Commission? 


_A qualified yes. There are. not 
enough qualified pathologists to 
go around. In the cases you men- 
tion, we would expect the bio- 
chemist to head the laboratory ad- 
ministratively. A pathologist on a 
consultative basis would visit the 
hospital routinely to do the tissue 
work and act-as consultant, or at 
the very least, all tissue specimens 
would be sent out for examination 
by a pathologist. The first alterna- 
tive would be preferable. 

* * * 
' Can temporary privileges be granted 
for a year and renewed for another 
year? 


No. This should not be allowed. 
A year is far too long for tempo- 
rary privileges. Temporary priv- 
ileges usually are granted in one 
of two categories: 

1. Temporary privileges granted 
while the physician’s application 
for staff privileges is being proc- 
essed. 

2. Temporary privileges granted 
to physicians of known good repu- 
tation on another hospital staff be- 
cause of a desire on the part of the 
patient for treatment in the hos- 
pital. 

In most good hospitals, tempo- 
rary privileges are limited to a 
certain number of cases, such as 
four or five, or for 90 days at the 
most. 2 

* 

What is the current length of time 
between accreditation surveys by the 
Joint Commission? 


_Accredited hospitals are sur- 


veyed at least every three years, 
automatically. Hospitals accredited 
for one year are surveyed auto- 


This material has been prepared by the Joint 
- Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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matically at the end of that year. 


For a hospital that has been nonac- 
credited, a written request for a 
survey can be made by the hospi- 
tal after a lapse of at least 6 to 12 
months, 7 

* + * 

In a hospital where there is an 
active medical record committee and 
an active tissue committee, is not a 
medical audit committee an unneces- 
sary duplication? 


No, not if the duties and func- 
tions are properly spelled out. Let 
us say that the above exists. The 
medical record committee’s func- 
tion is to review with the medical 
record librarian the medical rec- 
ord as a record. Is it legible? Does 
it have all the component parts of 
a good record? Is it delinquent? 
The tissue committee will review 


@ biochemists heading clinical 
laboratories | 

@ temporary privileges 

@ time between JCAH surveys 


@ overlapping committee func- 
tions 


@ ‘allowable’ infection rate 


all surgical records as to diagnosis 
and justification of work per- 
formed, 

The audit committee will take 
all other charts and evaluate the 
documented patient care. A good 
audit answers four questions: (1) 
What diagnosis of the patient was 
made? (2) What was done? (3) 
Was it optimum? (4) If not, why 
not? 

: * * 

What incidence of infection do you 

consider within allowable limits? 


None. The national averages 
show an infection rate on clean 


cases of under 2 per cent. Just be- 


cause it is the average does not 
mean it allowable or justified. Ev- 
ery infection should be studied and 
evaluated in order to eliminate the 
cause and prevent recurrence. 


Now! Clear black and white copies of | 


_ case histories, reports and statements tol. 


at the touch of a button! The new Smith-Corona Marchant Vivicopy 12 is the 
world’s most advanced photocopy unit. Just plug it in, push the button — Vivicopy 
does the rest. Vivid, black-and-white, permanent copies of all your medical records 
on flat, white bond-quality paper! Just think of the efficiency. No time or money 
lost in retyping or proofreading! See the SCM Vivicopy 12 in action. ; 


OFFER! i: 


Photocopy Products, Smith-Corona Marchant 
410 Park Avenue, New York 22, N. Y. 


[] At no obligation, please send me my free copy 
of “50 Checkpoints To Reduce Operating Costs.” 


[] Demonstration at no obligation. 


To Reduce Name 
Operating Costs” 
¥ 
Handy booklet telis 
you how to control 
overhead costs! ity 
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microorganisms 
destroyed 


1 
7 
; by one casual hand-washing with DIAL soap 
; 
14 personnel suggested as an aid in eliminating 
Soap Concentration For Total Kill, ppm* 
i one source of infection Microorganism Dial 
New and more extensive tests have established that Dial 
4 soap destroys a wider range of gram-positive and gram- 2. S. aureus 38801I0 *................... 10 
negative microorganisms, and controls their growth, than 
any other bar soap designed for hospital use. Latest tests 
show that Dial is effective against 29 strains with a casual 
hand-washing. These organisms include six strains of Staph S. 
bination of hexachlorophene and trichlorocarbanilide has 
long been known for its effectiveness against skin bacteria 
that cause perspiration odor. Dial’s antibacterial properties 
have been familiar to physicians for a considerable time. 
| And now, this new evidence sharply points up the benefits _ eee ne a 
of Dial routine use by hospitalized patients and hospital 22. S. 2s 
With its unique antibacterial benefit you might 
4 can trim costs even more by choosing the bar sizes 29. Airborne mold.....2...222202200 102! 4000 
| suited to your hospital needs. Three hospital-tested 
sizes are available—1, 1% and 2% oz.—also others. | scrub: “average! 
Write our laboratory at address below for technical te D.A. Strain (biological standard). is 
. and clinical information. Mt. Sinal Hospital, New York, New York. 


from the Industrial Soap Division of 
ARMOUR AND COMPANY 


1855 W. 81st Street, Chicago 9, Illinois 
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Gloves so sensitive he feels his work... 


not the gloves! 


A surgeon hardly knows he’s wearing B.F.Goodrich 
Surgiderm gloves. They are made of a latex especi- 
ally developed to give extra softness and sensitivity 
and are tissue-thin all over. No heavy spots at finger- 
tips. And no weak spots between fingers. Surgiderms 
actually outlast less soft gloves. 7 

As a hygienic extra, get BFG Surgiderms with 


B.EGoodrich 
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color-coded size bands that are dipped onto the 
gloves to keep them free of bacteria traps. 
In addition, BFG provides an extra-soft glove for 


surgeons and nurses allergic to ordinary gloves— 


the Eudermic. Leading surgical supply dealers can 
provide prompt service. Hospital and Surgical Supplies 
Dept., The B.F.Goodrich Company, Akron 18, Ohio. 


hospital and surgical supplies 
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13th OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


HAT a month for new reports on infection con- 

trol—all kinds of infections, not just staph! 

Two recurring themes are present in reports 
we study and in our correspondence. First, that there’s 
plenty of infection to control. Second, that most every- 
one recognizes the problem and is most interested in 
“how-to” procedures. 


“Sustained high incidence of hepatitis continues.” 
This statement appears week after week in the USPHS- 
HEW Morbidity and Mortality reports. If you’re re- 
evaluating your handling of needles and syringes, 
don’t overlook the possibilities of L&F sane 
Germicide. To inactivate hepatitis v 

ermicide to the boiling point, immerse A ota 
and hold at boiling point for 20 minutes. This is true 
sterilization because it destroys not only viruses caus- 
ing serum and infectious hepatitis, but also resistant 
bacterial spores. Please write for folder. 


There’s been a lot of talk around about just how 
prevalent staph has become in the general community 
outside the hospital. A survey reported on by mem- 
bers of the Department of Surgery, University of 
Mississippi School of Medicine, in the April, 1961, 


Journal of the Mississippi State Medical Journal 


is revealing. Among 547 families, averaging 3 mem- 
bers each, all were carriers in 22 per cent and in 84 
per cent at least one member was a carrier. Of 1,640 
individuals tested, 40 per cent harbored a coagulase 
positive strain in nose or throat. Phage 80/81 strain 
was identified in 9 per cent of the families and 4 per 
cent of the individuals compared to 17 per cent in the 
hospital personnel. 


Have you requested your new infection control kit 
yet? It’s called “Contamination Control That Works 
...4in your hospital” and contains all sorts of helpful 
suggestions and definite procedures for improving 
environmental control technics in every area of the 
hospital. Information in reprints is practical and 
applicable to your own problems. Literature on 
Amphy?P, O-syl®, Lysol® disinfectants, Tergisyl® de- 
tergent-disinfectant, and Amphy!l® Spray disinfectant- 
deodorant identify procedures with each area of the 
hospital and may be separated for distribution if 
desired. Write for your kit today. If you have a specific 
area of interest, we'd like to know. 


: Spraying walls, wiping furniture, and flood-mop- 
ing the floor with germicidal detergent have been 


pin 
j? suggested by well known authorities on controlling 
Wp” caviconn sepsis as necessary for a completely hygienic 


environment. Our Tergisyl® detergent-disinfectant is 
a of choice for this purpose. Bactericidal 


efficiency is well documented. No rinsing is needed. 
Simultaneous one-step disinfection and cleaning re- 
duce labor costs. (Note to Purchasing Agent: Have 


you discussed quantity and volume prices on Tergisyl — 


lately? The L&F hospital distributor in your area can 
help you work out a plan for scheduled deliveries to 
meet your requirements.) 


Even the best run hospital nursery needs no con- 
firmation of how quickly the newborn are colonized 
with staph. But while comparing the septic hazard 


4.3 


among 1129 hospital-born and 414 home-born,fEng- 
Tate investigators found that the infection rate was 


*|-significantly higher in the hospital group. Other inter- 
Gating Findings were: sepsis in the mate infants was 


“significantly more prevalent”; season of the year, 
social conditions, or precedent obstetrical complica- 
tions appeared to have no influence on staph incidence. 
(The Lancet, March 18, 1961) 

Pseudomonas and enteric organisms are frequent 
colonizers of infants, too. Their presence in the en- 
vironment can be suppressed to a minimum by con- 
sistent use of any one of the Lehn & Fink synthetic 
phenolic disinfectants. (See “Contamination Control” 
kit for details.) 


our 85th company birthday. Now, sud- 


y it seems, we are 87. I’m mentioning it here only 
because we know it is those of you who have had 
continued confidence in us who are making our long 
life and constant growth possible. As you know, we've 
pioneered in many facets of hospital disinfection— 
introducing the first Lysol at the turn of the century 
and developing the first synthetic phenolic disinfectant 
(Amphyl) over 20 years ago. 

This year, Amphyl Spray ‘was introduced to give 
you a simple, practical means to fight staph in every 
corner and crevice, as well as TB. Do you have unique 
and unsolved problems in controlling spread of in- 
fection? If so, we'd like to discuss them with you. 
Our technical representatives and research laborato- 
ries may be able to suggest the solution you need. 
Please let me hear from you. 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 


© LaF 1961 


4 
H 
i 
4 
i 
‘ 
P fi > 1 D 


HOSPITALS 


—the temper of the times 


ODAY THERE is a new mood of 
methodical appraisal in the 
health field, marking a new prom- 
ise for mature solution of some of 
the social and economic problems 
that beset us. Across the land, a 
spate of study activity prompted 
by inquiries into prepayment costs 
indicates the temper of the times. 
First to be initiated, and out- 
standing in scope and comprehen- 
siveness, was the Michigan study 
on “Hospital and Medical Econom- 
ics,’ scheduled to appear this fall 
in two volumes under the colophon 
of the Hospital Research and Edu- 
cational Trust. Conducted by the 


University of Michigan, and fi- 


nanced by grants totaling more 
than $380,000 from the W. K. Kel- 


logg Foundation, this study repre- _ 


sents the pooled efforts of a highly 


_ competent technical staff under the 


direction of Walter J. McNerney, 
director of the University’s Pro- 


gram in Hospital Administration, 


and the statewide cooperation of 
individuals and organizations rep- 


resenting the consumers of health 


care and those who provide and 
pay for care. 

_ Michigan is the subject of the 
study; but its implications are na- 
tional rather than simply local. 
The genesis of the study was a 


- response to a familiar and nation- 


wide phenomenon—the 1955 re- 
quest of the Michigan Blue Cross 
Plan for a rate increase to cover 
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editorial notes 


rising costs and rising utilization. 
Public reaction to this request led 
to the appointment in 1956 of a 
Governor’s Study Commission on 
Prepaid Hospital Care, which was 
to examine hospital and medical 
costs and coverages and make con- 


_ structive recommendations. Fol- 


lowing public hearings, the Com- 
mission recognized that although 
opinions were plentiful, there was 
a dearth of basic facts on which to 
base such recommendations; and 


in 1957 the University of Michigan 


was given the broad charge to ob- 
tain those facts. 

This charge represented a chal- 
lenge that again was national rath- 
er than local: What facts were 
needed to evaluate the use, cost 
and effectiveness of health care? 
What facts were obtainable? What 
methods must be developed for 
their determination? How could 
the facts be determined within 
time limits which must be set? A 
prospectus was developed, not as 
a technical exercise but in close 
working relationship with the var- 
ious diverse groups concerned, to 
establish a sound and realistic ba- 


sis for the study. 


The report covers four main 
areas: the population; the pro- 
viders of care; prepayment and 
insurance, and control. Thirteen 


distinct projects were developed in. 


these areas; for example, the sec- 
tion on providers of care includes 
a study of the character and effec- 
tiveness of hospital use, which pro- 


vides fresh measures of hospital 
utilization. 

Because of the wide scope and 
great detail of the project, the 
Commission scheduled three sepa- 
rate meetings to receive the report 
in its final form, The last of these, 
covering the studies of prepayment 
and controls, will be held on July 
22. After presentation to the Com- 
mission, the study itself will be 
presented to the public as pre- 
pared, independent of any further 
actions of the Commission. The 
Commission will continue to meet 
and will prepare its own recom- 
mendations for action in Michigan, 
utilizing the facts provided by the 
report. 

This is thus an independent re- 
search report in the true sense of 
the term. Its findings and conclu- 
sions were not preconceived, but 
flowed from the facts as deter- 
mined. The methods by which 
these facts were determined are 
spelled out in detail and their limi- 
tations as well as their validities 
are pointed out, inviting investiga- 
tion and testing. The study at once 
comprises a solid achievement in 
fact-finding; a prototype for com- 
parable studies in other states, and 
a stimulus to further creative re- 
search. 

We believe that the temper of 
the times is such that the two 
volumes of the report will become 
required reading for all those 
thoughtfully concerned with the 
health of the nation—the pro- 
viders, the purchasers and the users 
of health care. We further believe 
that the continuing search for 
facts, and the ability to regard 
ourselves with critical self-apprais- 
al, provides a basis for the hope 
that the health field, and the so- 
ciety in which it has become 
so important, now approaches its 
coming of age. 

Since this comprehensive study 
cannot be made available in book 
form until later this year, HOS- 
PITALS, J.A.H.A., will carry a special 
summary report in the forthcoming 
August 1 issue. We commend this 
summary, and the report itself, to 
your attention. 
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by RITA RADZIALOWSKI, R.N. 


HE presence of diverse and 
numerous nurse education pro- 
grams, disclosed by the national 
surveys of nursing and the analysis 
of school data in 1948 and 1950, 


on 
the Council on gre A Services of the 
Catholic Hospital Association. 


Stability and uniformity in nurse 
education programs is vital to the de- 
velopment of sound basic inservice 
programs for nurse graduates, the 
author states. She suggests that a co- 
operative effort be made between nurse 
educators and nursing service directors 
to find solutions to the issues involved 
that will end the expensive status quo 
of today. 


has created a perplexing dilemma 


A PLEA FOR UNIFORMITY IN 


NURSE EDUCATION PROGRAMS 


in the nursing service field. 

The variety of curriculums and 
the type of field experience offered 
by approximately 1100 institutions 
conducting educational programs 
in nursing are producing graduates 
with varied backgrounds of knowl- 
edge and proficiency. In fact, the 
three basic programs for registered 
nurses that have evolved as a re- | 
sult of intensive experimentation 
and that, in many instances, are 


HOSPITALS, J.A.H.A. 
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: Rita Radzialowski, R.N., is director of 
nursing service, Mount Carmel Mercy Hos- 
pital, Detroit. She is also chairman of the 
American Hospital Association-National 
League for Nursing Hospital Service Liai- 
son Committee and chairman of the steer- 
ing committee of the NLN Department of 


operating with adamant adherence 
to tradition, are presenting the 
nursing service field with person- 
nel of a highly diversified prepara- 
tion. What is even more discon- 
certing is the widely different 


expectations of the opportunities 


a nursing career offers a graduate. 
A description of the various pro- 
grams may bring the current scene 
into focus. 
BASIC PROGRAMS 
According to the statement on 
nursing education, formulated by 
the Joint Conference of the Na- 
tional League for Nursing sub- 
committees on education, the basic 
programs for registered nurses are: 
1. The associate degree program, 
which is established as an integral 
part of a community or junior col- 
lege and provides a-means of cor- 
relating the philosophy and stand- 


ards of nursing education with 


those of general education. 

The over-all standards and poli- 
cies of the college apply to this 
program. The nursing program 
shares with other degree programs 
in the educational leadership and 
administration of the college, in 
the cooperative responsibility of 
- the whole faculty and interdisci- 
plinary curriculum committees and 
in the benefits of student personnel 
activities. 

2. The diploma program, which 
leads to a diploma in nursing and 
is conducted by a single-purpose 
school under the control of a hos- 
pital or other noncollegiate au- 
thority. 

3. The baccalaureate degree pro- 
gram, which leads to a baccalaure- 
ate degree and is conducted by an 
educational unit in nursing (de- 
partment, division, school, or col- 
lege) that is an integral part of 
a senior college or university and 
is organized and controlled in the 
same way as are similar units in 
the institution. 

If the three basic programs were 
_ more or less consistent as to the 


basic curriculums, the problem of. 


absorbing their graduates into the 
nursing service field would be tax- 
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ing, but a solution would be feasi- 
ble. To date, however, the curricu- 
lums offered vary greatly not only 
from program to program but also 
from institution to institution. 
Some differences in the educa- 
tional preparation are to be ex- 
pected among the various pro- 
grams. But over the last decade, 
the differences have become so 
pronounced that inservice place- 
ment of graduates is becoming a 


major problem from the points of 


view of patient care, staffing and 
budget. 

This statement may come as a 
surprise to the proponents of the 
idea that the diversified nurse edu- 
cation programs are solving the 
nurse shortage problems, especial- 
ly at a time when we hear from 
every side about the dearth of 


graduate nurses in our institutions. 


We agree with those who say that 
there is a shortage because we 
daily experience it on our service 


areas. However, in spite of the 


tensions and struggles resulting 


from limited qualified personnel, 


it is important that a realistic as- 
sessment be made of the impact 
of these diversified nurse educa- 
tion programs on nursing service 
departments. 

Programs geared to prepare 
the first-level graduate registered 
nurse for general staff nursing are 
creating one of the greatest and 
generally least recognized prob- 
lems in staffing, patient care and 
budget control. As things now 
stand, the person charged with the 
responsibility of employing and 
placing new graduates on the nurs- 


ing service areas not only must 
consider the applicant’s personal 
character, capabilities and prefer- 


ences, but also must spend consid- 
erable time in evaluating in terms 
of curriculum and experience the 
nurse education program that pre- 
pared the applicant. After this 


_ evaluation, the director must find 


a position for the new graduate 
that will not be too demanding. At 
the same time, she must strive to 
place the new graduate in a posi- 


_ tion that will provide a challenge 


and an opportunity to acquire the 
knowledge and experience which 
her particular nursing school did 
not provide. 

Mount Carmel Mercy Hospital 
in Detroit, for example, employs 
graduates who have had only ob- 
servational experience in a par- 
ticular nursing department together 
with graduates who have had re- 
sponsibility in the department for 
at least three months. 

One program is not advocated 
over another, but there is the need 
for stability in all programs so that 
sound basic inservice programs can 
be developed. Directors of nursing 
service, who are engaged in utiliz- 
ing the products of the various 
programs, are seeking certain defi- 
nite, standard basic qualities that 
can be found in nurses employed 
for staff duty. 


The need for stability in nursing 
education programs stems from the 
functions the nursing service de- 
partment must carry out. Adequate 
functioning is impossible unless 
the personnel have at least some 
homogeneous background in basic 
preparation. 

Present orientation programs and 
minimum on-the-job training no 
longer meet the needs of the nurs- 
ing service department. Moreover, 
the question of when the orienta- 
tion program should begin poses a 
problem, to say nothing of the in- 
creased dilemma of trying to devel- 
op adequate continuing inservice 
programs which must necessarily 
follow. 

Among the major responsibilities 
with which the inservice depart- 
ment is charged are the obligations 
to provide good standards of nurs- 
ing care, good patterns of staffing 
and stabilized personnel—all with- 
in a controlled budget. 

The budget obligation is increas- 
ingly crucial because the greater 
the demands for increased basic in- 
service instruction, the greater the 
pressure upon administrators. to 
increase the nursing service budg- 
et. These funds are not always 
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readily available. Hospital person- 
nel must turn to patient-provided 
monies for financing inservice edu- 
cation programs. This contributes 
directly to increased hospital rates, 
and reacts adversely upon the pub- 
lic. Rightfully, then, hospital ad- 
ministrators are concerned as to 
the extent hospital patients should 
contribute toward meeting the costs 
of educating nurses. 


True, one of the functions of a 
hospital is to teach. There is no 
question in the minds of directors 
of nursing service as to the neces- 
sity of having an inservice pro- 
gram as part of an efficient depart- 
ment. Its importance cannot be 
discounted. However, we must 
admit that the burden of hospital 
education has become a concern 
from the point of view of cost, 
budget control and the time spent 
by nursing personnel in carry- 
ing out the program. In justice, 
one cannot help but ask, “Is it right 
to penalize the hospital and the 
public it serves for the conse- 
quences of the wide range of basic 
curriculums in nursing education 
programs”? The time seems pro- 
pitious for a cooperative effort in 
planning the nursing education 
curriculum. 


The responsibility for the plan- 
ning and development of nursing 
education programs should be co- 
operatively assumed by profes-- 
sional educators, representatives of 
the nursing service field and other 
agencies or organizations of the 
profession. In such a cooperative 
endeavor, the nursing schools and 
the nursing education departments 
must furnish the leadership. 

Schools of nursing, whether in 
schools of higher learning or in 
hospitals, are complex organiza- 
tions and the establishment of co- 
operative mechanisms may not be 
easy, but cooperative planning 
should be immediately initiated. 
This can best be achieved through 
the work of a curriculum. commit- 
tee whose membership adequately 
represents the various nursing pro- 
grams and nursing institutions con- 
cerned. Committee decisions should 
be based in part on information 
and ideas obtained from persons in 


the field, i.e., directors of nursing 
service. 

Because directors of nursing 
service are closer to the problem 
than most educators, they are in a 
position to assess the impact these 
programs have on patient care, 


hospital economy and the work of © 


nurses, 

The directors of nursing service 
strongly advocate that a clear defi- 
nition be formulated and a stabi- 
lized classification be made of the 
types of nursing personnel needed 
by a hospital. They warn that neg- 
ligence to do this will result in 
regression to the employment of 
practical nurses, nurse aides and 
attendants for functions that should 
be carried out by nurses. Further, 
all opinion to the contrary, direc- 
tors of nursing service are just as 
aware as their counterparts in the 
field of education of the new trends 
in education. They are cognizant 
that there is a movement away 
from the traditional hospital di- 
ploma program; that there is an 
honest effort to upgrade the cur- 
riculums within collegiate and di- 
ploma programs; and that greater 
emphasis is being put on guided 
learning rather than on contributed 
services. They further believe that 
if an effort for uniformity were 
added to the movement for im- 
provement, the goal of stabiliza- 
tion would be realized. 

One hears at times that nursing 
service directors are reluctant to 
even consider the future if nursing 
education is not hospital centered. 
This is erroneous, for directors of 
nursing service are little concerned 
whether hospitals or colleges edu- 
cate nurses. But they do want 
graduates who can meet the re- 
quirements of hospital positions 
efficiently and adequately with a 
reasonable amount of orientation 
and economy. Given an oppor- 
tunity to work with nursing edu- 
cation, nursing service directors 
would be most willing to contribute 
sound support to programs that 
are not hospital centered. 

Directors of nursing service are 
interested in obtaining nurses for 


leadership and administrative po- | 


sitions who have been educated in 
a manner that gives them the per- 
sonal integration and security nec- 
essary for dealing in complex hu- 


man relations. They want nurses. 


who are interested in the dignity 
and the value of the human person. 
Yet, nursing service directors rec- 
ognize that vocational and techni- 
cal nurses are important in patient 
care. They believe there should be 
nursing education programs, free 
from the maze of experimentation, 
that will give bedside nurses a firm 
grasp of the basic principles of 
nursing procedures and practices. 


SUMMARY 


Nursing service directors recog- 
nize the trends towards two basic 
programs and warmly approve 
them. Their plea for stabilization 
does not exclude progress. All they 
ask for is a uniformity that will 
remove the necessity for expensive 
and ineffective orientation pro- 
grams and inservice training. 

Some of the issues nurse educa- 
tors and nursing service directors 
should cooperatively work out are: 

1. Determine the basic principles 
necessary for all nurses to possess. 

2. Determine how extensive hos- _ 
pital inservice programs should be. 

3. Determine whether hospitals 
are ready to realistically face the 
fact that student service is expen- 
sive when it fails to be a learning 
situation and delays student grad- 
uation. 

4. Decide what medium of com- 
munication can be used to keep 
service and education close to- 
gether in the planning of nursing 
education and inservice programs. 

5. Decide whether now is the 
point in nursing history at which 
two groups can be defined—the 
basic staff nurse and the profes- 
sional liberally educated nurse— 
according to preparation, special- 
ization and position held. 

Cooperative recognition of prob- 
lems and cooperative planning for 


_ the solutions of them by nurse ed- 


ucators and nursing service direc- 
tors appear to be the only way to 
terminate the expensive status quo 
that is being experienced today. ® 
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EDUCATIONAL ASSISTANCE 
—AN INVESTMENT IN PEOPLE 


by ROBERT F. SCATES 


f Pees hospital system has long 
recognized the necessity of 
educational programs. This recog- 
nition has been expressed in the 
form of formal programs (intern 
and residency training, nursing 
education, etc.) and in some in- 
service training. Investing a few 
dollars in the education of em- 
ployees has proved beneficial to 
both the hospital and the employee. 

The Baptist Memorial Hospital, 
Memphis, Tenn., has had an em- 
ployee educational assistance pro- 
gram in operation for five years. 
- The philosophy behind the pro- 
gram holds that education is an 
investment in people—an invest- 
ment that pays high dividends. 
What an individual does, or is 


capable of doing, derives from the 


quality of the education. 

Through its educational -pro- 
gram, the Baptist Memorial Hos- 
pital encourages employees to take 
additional collegiate courses while 
continuing full-time employment 
at the hospital. Upon the comple- 
tion of the approved courses, the 
hospital reimburses the employee 
for tuition costs. . 


| PROGRAM PURPOSES 
In the beginning, our attempt 
was to interest nurses who had 


Robert F. Scates is the assistant t admin- 
istrator, Baptist Memorial Hospital, Mem- 


phis, Tenn. 
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Investing dollars to further em- 
ployee education pays off in high divi- 
dends for both the hospital and the 
employee, according to the author. He 
discusses an employee educational as- 
sistance program, designed to encour- 

e additional while 
working full time. 


gradual from the diploma school 
of nursing in continuing their edu- 
cation. In a short time, the results 
were so satisfactory that we ex- 
tended the program to include 
other hospital personnel. The gen- 
eral purpose of the program is to 
encourage employees to complete 
college work and to encourage ad- 
ditional study in special and tech- 
nical fields. 

The prerequisite of one year’s 
employment with the hospital has 
been established for entrance into 
the program, but graduates of the 
hospital’s various professional 
schools are eligible to participate 
immediately upon employment, A 
special provision has also been 


~ made in reference to the one-year 


employment clause. If a depart- 
ment head recommends to the ap- 
plications committee that addi- 


- tional education of a certain person 


on an immediate basis will directly 
benefit the department, the recom- 
mendation is considered. 

As the program plans evolved, it 
was decided that all courses taken 
should be taken for credit. Courses 
leading either to a bachelor’s de- 


- gree or to a master’s degree were 


acceptable, as was any course di- 
rectly related to one’s work in the 
hospital. A college course for cul- 


tural value would also be con- 
sidered. 

We devised special application 
blanks. The first requests informa- 
tion necessary to determine the 
general eligibility of the applica- 
tion; the second form is one which 
the employee fills in at the be- 
ginning of each semester specify- 
ing the courses he is going to take. 
Once adjudged eligible, the em- 
ployee may continue to participate 
for additional semesters, provided - 
the courses he wishes to take are 
approved by the committee. 

The application form for deter- 
mining general eligibility calls for 
the following information: 

1. Name, address, department in 
which employed and position. 

2. Date of employment. 

3. Marital status and relevant 
factors. 

4. Previous formal education. 

5. Number of college hours com- 
pleted to date. 

6. 
plicant wishes to take. 

7. The school in which the ap- 
plicant wishes to enroll. 

8. The tuition costs. 

9. A statement of not more than 
100 words telling why the appli- 
cant wishes to enroll in the par- 
ticular courses. 

The second application form re- 
quires the applicant to list and de- 
scribe the courses he proposes to 
study for succeeding semesters. 


SPECIAL COMMITTEE 


The hospital administration de- 
cided that the educational assist- 
ance program might best be ad- 
ministrated by a special committee 
of five members. The composition 
of the committee is as follows: (1) 
the assistant administrator, who 
serves as chairman; (2) the associ- 
ate director of nursing education; 
(3) the associate director of nurs- 
ing service; (4) the head of the de- 
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partment of anesthesiology; and 
(5) the director of public relations, 
who serves as secretary. 


Certain criteria were established 
for considering applications: | 

1. A resume of the applicant’s 
work record from the personnel 
office. 

2. An evaluation by the depart- 
ment head of the applicant’s status 
within his department. 

3. The applicant’s intention in 
regard to continuing employment 
with the hospital. 7 

4. A proper curriculum load. 

5. An equitable tuition rate for 
the courses that the applicant 
selects. 7 

6. The validity of the courses 
applied for as to their relevance to 
a formal degree, technical or pro- 
fessional training, and general cul- 
ture. 

Once it has been established that 
the employee applying is eligible 
from the standpoint of tenure of 
employment or of graduation from 
one of the hospital’s schools, the 
committee thoroughly reviews the 
application in reference to the 
above criteria. The committee noti- 
fies the applicants in writing of the 
action taken on their applications. 
This communication stresses the 
fact that the cost of tuition will be 
refunded after the courses ap- 
proved have been satisfactorily 
completed and after a notice of 
grades has been received by the 
committee secretary. Cost of books 
is not included in the refund. The 
program outline requires that em- 
ployees, in applying for educational 
assistance, must agree to abide by 
the decision of the committee. 


_ Other provisions state that the hos- 


pital reserves the right to alter or 


- terminate this program should it 


find such an action advisable. 
Since the program was begun, 
exactly 100 employees have par- 
ticipated. The number of em- 
ployees participating simultane- 
ously has gradually ascended, with 
the average during this year num- 
bering around 25. The program has 
shown a steady increase in interest. 
The hospital has paid approxi- 
mately $4250 for tuition reimburse- 
ment for the latest 12-month 
period. The cost per patient day 
for the support of this education 


40 


assistance (for the latest year) is 
approximately 1.5 cents, or about 
11 cents per patient admitted. 

Some 484 college courses have 
been completed by the participat- 
ing employees. The following table 
shows the percentage distribution 
in regard to the specialized edu- 
cation areas: 


Subject Per Cent 
Social Science 26.45 
Education 23.35 
English 20.45 
Science 16.53 
Business 4.75 
Language 2.27 
Mathematics 1.86 
Other 4.34 


PROGRAM EVALUATION 


An evaluation survey of the 
program was recently made among 
current participants and depart- 
ment heads under whom the par- 
ticipants work. All participants 
who were surveyed had completed 
college work and were, therefore, 
presumably able to make a per- 


sonal evaluation of the experience. 


Some of these participants had 
completed as many as 10 or 12 
courses. 

The participants were asked if 
they believed the program had 
enhanced their value to the depart- 
ment in which they work. All par- 
ticipants responded with an un- 
equivocal “Yes”. Another question 
asked the way or form in which 
this improvement had taken place; 
namely, technical skills, human 
relations, general cultural benefit, 
or supervisory skills. Tabulation 
on this part of the survey was: 


Improved technical 


skills 27% 
Improved human 

relations 87% 
Improved general 

cultural benefit 74% 
Improved supervisory 

skills 49% 


All of the employees surveyed in-_ 


dicated improvement in at least 
one area, with the mean being 
slightly in excess of two areas. 
Another question asked whether 
the employee’s position had been 
advanced, or whether there had 
been a greater degree of responsi- 
bility assumed. Seven of the group 


stated that either their position 
had advanced or they were assum- 
ing a greater degree of responsibil- 
ity. In addition, two stated they 
felt that they were doing a better 
job in the positions which they 
were holding. 

_ We coordinated the opinions of 
the participants and their depart- 
ment heads by sending a question- 
naire to each of the heads. The 
main points of the responses by the 
department heads may be sum- 
marized as follows: 

1. All the participants had im- 
proved in some areas, particularly 
in the cultural and human relations 
areas. There was also improve- 
ment, though not so wide, in tech- 
nical and supervisory skills. 

2. A number of the participants 
had advanced their positions or 
had assumed increased responsi- 
bility. 

3. All the department heads con- 
sidered hospital sponsorship of the 
program justifiable. 

4. Department heads believed 
that the program was a definite 
factor in encouraging employees to 
stay with the hospital, and in some 
instances that it helped attract em- 


_ployees. 


The general agreement between 
the evaluation by the employee 
group and the department heads is 
that improvement is especially no- 
ticeable in the area of general cul- 
ture and human relations, and that 
this improvement has extended 
appreciably to the areas of super- 
visory and technical skills. The 
nature of this improvement as 
evaluated by the employees and 
department heads seems to be con- 
sistent with the kind of improve- 
ment that would naturally follow 
from the courses taken. 

In general, the educational pro- 
gram appears to have given con- 
siderable impetus to the spirit of 
continuing education among the 
hospital employees. The chance of 
promotion or of additional respon- 
sibility for the employee has a pos- 
itive correlation with participation 
in the program. The greatest share 
of the benefits that have accrued 
to the hospital through the pro- 
gram comes from the number of 
nursing faculty members who have 
availed themselves of it. . 
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NOTICEABLE IMPROVEMENT 
= 


\HE administration of any com-— 


plex business, including hospi- 
tals, requires the establishment of 
a-variety of conference groups. 
Some of these groups are estab- 
lished formally; others meet vol- 
untarily and informally. But there 
is one identical characteristic in 
both types of groups—the members 
meet to communicate and to arrive 
at a group agreement. The success- 
ful conference group members 
must have the ability to confer 
with each other in a mature man- 
ner. Effective communication is 
necessary to produce creative ideas 
and thoughts, which in turn will 
produce solutions to problems. One 


of the keys, then, to effective con- | 


ferences is effective communica- 
tion among members. 

However, effective conferences 
need more than effective communi- 
cation. A democratic attitude must 


prevail at all times. The group. 


must function as a unit under the 
leadership of a qualified and cre- 
ative chairman who is aware of 
good conference techniques and 
who is able to conduct the meeting 
in a profitable and stimulating 
manner. 
Conducting stimulating confer- 
ences is an art. Following are some 
' methods the chairman can use to 
revitalize committee meetings: 
1. Alternate the chairmanship 
‘occasionally. There is no reason 
why every member of a committee 
should not have the opportunity to 
sit in the chairman’s seat during 
.the period he is a member. The 
Thomas R. Kellett is the assistant man- 


ager, Veterans Administration Hospital, 
Providence. R.I. 
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into having only 


‘FRESH AIR’ FOR CONFERENCES 


alternate should have ample time 


to prepare his material and be 
given the complete support of the 
regular chairman. This is good 
management development, and 


Many beneficial experiences de- 


velop for the pro tem chairman. 

2. Attempt to stimulate “big- 
thinking” and try to point out the 
“big picture” of the operation. 
Members can be counted on to 
think beyond the immediate prob- 
lem. Remember that the difference 
between an amateur and a pro- 
fessional is merely practice and 
polish. 
_ 3. Take the group away from the 
usual meeting area occasionally. 
We all get weary of the same room 
where we may have had continu- 
ous conditionings. Consider the 
possibility of having a luncheon 
meeting. This is not difficult to do, 
and most members will relish the 
opportunity to meet at a different 
hour, in a new place, following an 
appetizing luncheon. This is a 
pleasant change. . 

4. Try bringing a guest speaker 


- to a meeting once or twice a year. 


It is always interesting to learn 
how other hospitals operate. How- 
ever, do not become stereotyped 
“hospital-ori- 
ented’’ guests for speakers. 
Broaden the group. Bring in a pro- 
fessor from the arts or sciences, or 
any individual whose background 
and education can contribute to the 
learning processes. Some profes- 
sional organizations now conduct 
conferences at universities and 
have no instruction whatever in 
the field in which the organization 
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conducting the conference oper- 
ates. It is important to get out into 
the “fresh air” of something dif- 
ferent for several days. A change 
is sometimes better than a vaca- 
tion. 

5. Consider, infrequently, the 
possibility of an evening meeting 
in the chairman’s home, or if 
agreeable, the home of one of the 
members. This can be a semisocial 
evening, and with proper planning 
and appropriate stimulation, it can 
be a highly rewarding experience 
for problem-solving conferences. 

6. Another variation to be con- 
sidered is the “out-of-orbit” tech- 
nique. This procedure has some- 
what limited use for special 
committee or group conferences 
where problern resolving is of more 
significance than problem solving. 
The members of the group must be 
prepared for this procedure. The 
“sky is the limit” for ideas. The 
meeting begins with the assumption 
that practically anything worth- 
while doing can be done. The chair- 
man should experimen: with the 
group in stimulating new and dif- 
ferent ideas. No attempt should be 
made to control or stifle the imagi- 
nation of the members. Get into 
“free wheeling”, and ideas will be- 
gin to grow like weeds in newly 
planted lawns. 

These suggestions are given as 
ways to produce better confer- 
ences. The number of hours man- 
agement devotes to committees 
and group conferences should pro- 
vide some assurance that no stone 
will remain unturned in “getting 
the job done’”’. 
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Why we 


N experimental program to ac- 
celerate the training of quali- 
fied medical stenographers was be- 
gun at the University Hospitals of 
Cleveland five years ago. Before 
this program, we had relied upon 
on-the-job training for these ste- 
nographers, but this was proving 
to be a lengthy and expensive 
method of employee education. It 
certainly was not a very practical 
one from the standpoint of over-all 
hospital efficiency, as we have ap- 
proximately 70 positions for medi- 
cal stenographers to keep filled, 
and the turnover was high. 

By the fall of 1955, an ever in- 
creasing backlog of discharge sum- 
maries and operative notes brought 
the problem to the attention of the 
hospital administration. A survey 
showed that the shortage of medi- 
cal stenographers was community- 
wide. It was decided to offer a 
special training course on a formal 
classroom basis to new steno- 
graphic employees. 

In planning the course, we fol- 
lowed the advice and experience 
of the Cleveland Hospital Council, 
which offered an evening course in 
medical terminology to secretaries 
anxious to improve their knowl- 
edge. University Hospitals’ medi- 
cal record librarian, who was well 
aware of the needs, was appointed 
the instructor. 

The course covered four weeks— 


two weeks of classroom instruction 


and two weeks of hospital and ac- 
tual job assignment orientation. 
Students were paid $50 per week 
for the training period. They were 
furnished with a typewriter, tran- 
scriber, dictionary, anatomy text 
and terminology book. The prereq- 
uisites for entrance to the course 
were the same as for the previous 
on-the-job training: high school 


Edwin F. Ross is assistant director of the 
University Hospitals of Cleveland. 


hold classes for 


A formal four-week hospital train- 
ing course for medical stenographers, 
covering basic skills in reading, writ- 
ing, typing and transcribing medical 
terminology, is described by the au- 
thor. He compares the formal pro- 
gram with on-the-job training in terms 
of cost, proficiency and length of em- 
ployment. 


graduates with the ability to type 
40 words per minute and to pass a 
basic spelling test. 


Terminology was introduced on 


a body-system basis, with one sys- 
tem covered each day. The day 
began with an anatomy and physi- 
ology lecture. A motion picture 
dealing with that particular system 
was then shown and discussed. Af- 
ter this, the student was given a 
copy typing exercise, containing 
the words and material covered in 
the lecture and the film. In the 
afternoon, the medical record li- 
brarian reviewed the terminology 
which had been covered in the 
morning and introduced other 
words on the same system. The 
students then transcribed dictation 
exercises from specially prepared 
teaching discs. After all body sys- 
tems were covered, medical spe- 
cialty terminology and pathology 
terms were introduced and exer- 
cises given, 
PURPOSE OF COURSE 
The purpose of the course was 
to enable the student to acquire 
basic skills in reading, writing, 
speaking, typing and transcribing 
medical terminology before being 
assigned to a position. Our aim 
was to develop an appreciation and 
awareness in the student of the 
importance of prompt and accu- 
rate completion of medical tran- 


scription and of the confidential — 


nature of the material that the 
medical stenographer sees and 
hears. In this connection, some of 
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the regulations governing the re- 
lease of medical information were 
also presented. 

When the first course was of- 
fered in January 1956, there were 
only three students. From this 
meager beginning, the thirteenth 
course has been completed, and 
there have been 82 graduates. Of 
these, 30 are still employed at the 
hospital. One of the original three 
is now the supervisor in charge of 
the medical record transcription 
pool and is an instructor in the 
course. 

There are now three instructors 
in the course: two from the hospi- 
tal staff and one from the univer- 
sity. The medical record librarian 
teaches terminology and regula- — 
tions; the medical record transcrip- 
tion supervisor teaches transcrip- 
tion and exercises; and an 
instructor has been hired to teach 
the anatomy and physiology lec- 
tures. Since 1958, the actual opera- 
tion of the course has been handled 
by the hospital’s training coordina- 
tor rather than the medical record 
department. 

Rapid progress is made by the 


employees educated in this pro- 


gram. Students in the formal train- 
ing program are as qualified at the 
end of eight months as an on-the- 
job trained person is after 14 
months of service. Many of the on- 
the-job trained employees left 
after the first six months because, 
although many tried, few suc- 


ceeded in teaching themselves the 


terminology. 
COST COMPARISON 
In comparing the cost of the ste- 
nographer trained in the four- 
week formal program to the one 
trained on-the-job, it has been 
found that a savings of approxi- 
mately $1500 per qualified stenog- 
rapher has been made. The train- 
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SPECIALLY prepared teaching discs, typing 
exercises, anatomy and physiology lectures 
and films are included as part of the course 
fer medical stenographers. Typewriters, 
transcribers and textbooks are supplied 
the hospital. 


ing cost for the on-the-job trained 
medical stenographer is $4100 for 
the 14 months required to gain 
proficiency. | 

The cost for the course is ap- 
3 proximately $200 per student, plus 
the $200 that each girl is paid dur- 
ing the training period. The salary 
paid for the remainder of the eight 
months brings the total cost to 
$2600. Some of the students have 
left during the course, or soon after 
the completion of it, but the rate 
of loss is not as great as with the 
on-the-job trained person either 


in numbers or in financial outlay. 
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Good supervision in the transcrip- 


tion pool and in the first assign- 
ment following the completion of 
the didactic work definitely helps 
to further the trainees’ education 
and furnishes them with guidance. 
It also increases job satisfaction 
and helps to keep the girls on the 
payroll longer. 

The program is re-evaluated 
each year, and some improvements 


are made with each course. Typing 


requirements have been raised 


from 40 to 45 words per minute, 


and a period has been added dur- 


ing which time the students are 


instructed in the use of the medi- 
cal dictionary. Last year, the train- 
ing coordinator and the medical 
record librarian prepared a work- 
book to supplement the medical 
terminology text. The workbook 
outlines the lesson plans, and the 
work sheets included give prefixes, 
suffixes, medical terms and a space 
for analysis and definitions. An 
appendix includes homonyms and 
other terms easily confused, com- 
mon phrases and word combina- 
tions, types of instruments, drains, 
catheters, sutures and other medi- 
cal information. 
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by HOLGER LUNDBERGH 


SWEDISH HOSPITAL 


ACHIEVES 


‘NONINSTITUTIONAL LOOK’ 


AS Is so often the case with mod- 
ern Swedish architecture, in- 
dustrial art and interior decora- 
tion, the bizarre finds no place in 
the scheme. The aim is to blend 
beauty with utility. This rule ap- 
plies to the District Hospital in 
Enkoping, Sweden, which may even 
be termed conventional despite its 
ultramodern equipment and design. 


Holger Lundbergh is associated with the 
Swedish Information Service, New York. 


But a closer study of the attractive 
and serviceable institution gives 
proof of timely and subtly effective 
touches. For example, the surgical 
and medical clinics, laboratory, 
x-ray department and the admin- 
istrative quarters are all situated 
on the ground floor for the con- 
venience of patients. These areas 
are all directly accessible from a 
spacious and handsome central hall 
where the information office, coat 
room, snack bar, gift and souvenir 
shop and all the other units needed 
for the comfort and convenience of 
patients and their visitors are situ- 
ated. All communication with the 
waiting rooms and other space re- 
quired for the polyclinic care is 
thus centered on the ground floor. 
The kitchen is located in the base- 
ment; food is sent up to the other 
floors by means of dumbwaiters. 


IN THE PHYSICIANS’ lounge, a pitched ceiling and a rough brick wall create an informal 
atmosphere enriched by parquet flooring. The room can be used for small conferences. 
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(ABOVE) The “noninstitutional look" sought by the designers of the EnkOping Hospital is particularly 


marked in this dayroom for private patients. Furnishings and decoration give it the look of a family 
living room. (BELOW) A variety of surfacing materials lends visual interest to the spacious central hall 
on the floor. A snack bar, gift shop and other visitor services are accommodated in this area. 
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(ABOVE) This three-bed room is spacious and uncluttered. Beds are designed so that visitor chairs slide under the 
foot when not in use. A wide window affords a view of the fields and distant hills. (BELOW) Peaked roofs and 
crisp contrast between brick and curtain wall construction characterize the exterior of EnkOping Hospital. 


The hospital is equipped with a 
central sterilizing unit. 

The interior decor and the fur- 
nishings offer something new in 
Swedish hospitals. Specialists in 
color, design, material, wood, wall- 
papers and textiles were consulted 
and their combined efforts have 
resulted in a hospital that has al- 
most no touch or feeling of an in- 
stitution. Coordination of color 
schemes of walls and floors with 
those of textiles and furniture con- 
tributes a harmonious, artistic ef- 
fect. The wallpaper in the patients’ 
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rooms is similar in color and pat- 
tern to that often found in private 
homes. Many of the textiles used 
in the hospital are woven as a part 
of the local physical therapy ac- 
tivity. 

In furnishing the hospital, one 
important and often overlooked 
point has been kept in mind. Be- 
cause hospitals are primarily con- 
cerned with bedridden patients, 
there is a tendency to forget that 
patients do not always remain in 
bed for the entire hospital stay. 
The majority of patients are per- 


mitted to get up and walk around. 
It is with this in mind that the 
rooms designed for social meetings, 
reading, conversation, letter writ- 


ing and receiving friends are made 


as home-like and attractive as pos- 
sible. When the patient leaves his 
room to go to the library, for ex- 
ample, he steps into another world 
—regardless of how pleasant his 
sickroom is—that brings no hint 
of operation or medicine. This plan 
has been adhered to faithfully at 
Enkoping and has proven very 
successful. 
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How effective 


fie evaluation of the hospital © 


auxiliary, as with any evalua- 
tion of human participation, can be 


measured against known facts, 


proven theories and certain evi- 
dence. Auxiliaries can be evalu- 
ated for their effect on patients, 
staff and the community. 

The hospital auxiliary is related 
to the hospital through the admin- 
istrator, and any evaluation of the 
‘effect of the auxiliary on the pa- 


tients and staff should be chan- ~ 


neled through the administrator. 
Also, any device or plan for this 
evaluation should be worked out 
under his guidance. 


PATIENT OPINION 

In preparation for this paper, 
approximately 80 patient opinion 
polls were reviewed for evidence 
that X per cent of the patients 


thought the auxiliary ran an ef- — 


ficient gift shop, or that X per cent 
of the patients thought certain 


volunteer services were good, or | 


that X per cent of the patients 
knew what equipment had been 
bought by the auxiliary. These pa- 
tient opinion polls, representing 
hospitals of all sizes and communi- 
ties of all types, covered specific 
hospital services—nursing, food 
service, admissions, laundry, etc.— 
but contained nothing on the pa- 
tients’ opinions of the auxiliary. At 
first this was disappointing, but 
then it became obvious that there 
were two positive factors inherent 
in this situation: (1) the patients’ 


Mrs. Charles Balfanz is a trustee of Pres- 
byterian-St. Luke’s Hospital, Chicago, and 
a member of the Woman’s Board of the 
hospital. 

This article is adapted from speech 
given at the American Hospital yr eo 
tion’s Institute on nage Relations 
- for Hospital Auxiliaries, January 1960. 
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Evaluation of the auxiliary stems 
from the way objectives are met, not 
from what these objectives are,. the 
author states. She discusses patient, 
personnel and community reactions to 


auxiliary actions and the administra- 


tor’s role in guiding both the evalua- 
tors and the auxiliary. | 


opinions of the auxiliary are usu- 
ally channeled through the two- 
way communication between the 
administrator and the director of 
volunteers and the auxiliary reacts 
accordingly; and (2) the nonem- 
ployee, nonprofessional auxiliary 
member has achieved a great de- 
gree of effectiveness in making 
contributions toward the patients’ 
total impression of the hospital, by 
direct volunteer service or indirect 
tangibles to patient care and com- 
fort. It is this service that has its 
effect on the patient, and the pa- 
tient evaluates the auxiliary only 
as a part of the composite hospital 
services. 


STAFF EVALUATION 


In considering the evaluation of 
the auxiliary by the staff, it is im- 
portant to be concerned with the 
reactions of all hospital personnel. 
Auxiliaries must be sensitive to all 
areas in which their influence is 


felt. It is important not to overlook 


some of the end results of auxiliary 
activities because it is these end 
results that are evaluated. 

For example, scholarships are 
established as a result of the nat- 
ural interest of auxiliaries in the 
education and welfare of students. 
But is the effectiveness of the 
scholarship negated by too many 
strings being attached? Do scholar- 
ships stand idle because stipula- 


is your auxiliary ? 


tions are out of date, financially 
unmanageable, or embarrassing to 
the recipient? Are scholarships 
varied so that they cover not only 
student nurses, but graduate 
nurses, paramedical students, die- 
tetic interns, or social workers as 
well? 

The next point is not nomena 
related to students, but is certainly 
related to the staff. Under the gen- 
eral category of “comfort”, the 
auxiliary may feel a responsibility 
toward the furnishing and decorat- 
ing of certain areas of the hospital. 
Unfortunately on this effort the 
staff frequently gives the auxiliary 
the poorest rating. The auxiliary 
can be helpful in furnishing and 
decorating as long as it is aware of 
where effectiveness ends and med- | 
dling begins. If there is an aux- 
iliary member who is a skillful 
decorator (particularly if this skill 
is more professional than that 
gained from _ subscribing to a 
“home” magazine), she can act as 
a liaison member between the aux- 
iliary and that hospital team re- 
sponsible for decorating. In the 
event there is not a talented aux- 
iliary member, the monetary con- 
tribution to furnishing and deco- 
rating must not be jeopardized by 
the numerous and inflexible opin- 
ions of the auxiliary membership 
being imposed upon those who 
must live in, work in, or maintain 
these decorated areas of the hos- 
pital. 

In the final analysis, this function 
of the auxiliary must be controlled 
and evaluated by the administra- 
tor, the executive housekeeper and 
other appropriate persons.: Sensi- 
tivity to all of the ripples created 
by auxiliary activities, even in the 
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AUXILIARY EVALUATION 


BY THE COMMUNITY 


1. Is the purpose of the auxiliary 
known by the community? 

2. Does the community believe in 
the purpose of the auxiliary? 

3. What is the auxiliary doing for 
the hospital? 

4. Is the auxiliary well organized? 

5. Are auxiliary members well in- 
formed about the hospital? 

6. Is there a willingness on the part 
of auxiliary members to listen objec- 
tively to criticism of the auxiliary or 
the hospital? 

7. Where or how could the auxil- 
iary be improved? 

8. Is the auxiliary economy- 
minded? 

9. Is there cooperation between 
the auxiliary of this hospital and the 
auxiliaries of other hospitals in pro- 
moting mutual understanding of the 
goals of each? 


farthest corner of the hospital, is 
the keystone of a positive evalua- 
tion by the hospital personnel. 


MEDICAL STAFF EVALUATION 


Medical staff evaluation of the 
auxiliary is the weakest point in 
the total auxiliary relationship 
with the hospital. What are some 
of the reasons for this weakness 
and apparent lack of rapport be- 
tween the medical staff and the 
auxiliary? 

From comments gathered in the 
survey we can conclude from the 
physician’s point of view that the 
hospital is his professional home. 
That which adds to this home is 
deeply appreciated; that which de- 
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the auxiliary? 


with the staff? 


1. Does the staff and administration believe in the purpose of 
2. Do auxiliary members participate and communicate effectively 


3. Do auxiliary members feel free to express their views to admin- 


Bistration through the proper channels? 


th 


in the auxiliary? 


pital or auxiliary? 


. Do staff and administration feel free to express their views to 


5. What kinds of friction are there? Why? 
6. What kinds of informal subgroups or cliques have been formed 


7. Do the informal subgroups conform to or work aganist the hos- 


8. Is there evidence that the auxiliary makes plans that are com- 
prehensive of the total hospital function? 


9. Is the auxiliary coasting? 


10. Are auxiliary energies too diffused? 
11. What areas of auxiliary interest or participation rae im- 


provement? 


12. Is the auxiliary economy-minded? 

13. Are auxiliary procedures well organized? 

14. Does the auxiliary show any evidence of being conscious of 
or interested in improving its work? 

15. How accurately do formal job descriptions reflect the jobs as 


they are actually done? 


tracts from it makes him angry. 
This, in itself, is an. unconscious 
professional formula for evaluat- 
ing all segments of the hospital, 
including the auxiliary. One phy- 
sician stated, for example, that 
proper fund raising on the part of 
the auxiliary gives a cohesiveness 
to the hospital. However, these 
funds unwisely or emotionally used 
can often create embarrassing or 
frustrating situations for the phy- 
sician. For example, if a research 
project that eventually will im- 
prove patient care is canceled for 
lack of funds but the auxiliary 
purchases unnecessary and extrav- 
agant new patient beds with its 
money, the physicians may be dis- 
turbed with justification. (In such 
a case, apparently, there was poor 
communication between (1) the 
administrator and the auxiliary; 
(2) the administrator and the 
medical staff, or (3) among all 
three.) This is a good point for 
auxiliaries to consider. Does emo- 
tion enter into how money is spent? 
Are things bought because they 
have appeal, or is the money spent 
and raised in harmony with the 
goals of the staff and the adminis- 
tration? 

One physician observed that 


- often the sense of importance of 


auxiliary members is magnified; 
that the hospital would continue to . 


function for the care of the sick 


whether there was an auxiliary or 
not, This is the third point of eval- 
uation: Are auxilians “doing good” 
because they are playing that role, 
or are they doing good because 
they are intelligent women using 
their talents? 

There was disagreement among 
physicians as to the actual role of 
the auxilian. One commented that 
sometimes it is better not to bring 
out for inspection some area of the 
hospital which in the professional 
consensus is bad, because that 
particular area may be the “baby” 
of the auxiliary. However, another 
said that he believed women should 
be used more productively and 
should be allowed to know all of 
the hospital problems and the 
evolution of these problems. Thus 
a fourth point for evaluation can 
be made: Do auxilians espouse a 
cause, or are they “used” to es- 
pouse a cause, whether it is im- 
portant or not to the total function 
of the hospital? 

The whole question of the effect 
or lack of effect of the auxiliary on 
the medical staff indicates a weak- 
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ness that has been overlooked too 
long. In their effort to communicate 
with their members, volunteers, 
the administration and the outside 
community, auxiliaries have failed 
to recognize the obvious necessity 
of communicating with the medical 
staff. The historic philosophy of 
professional conservatism may lie 
behind the reluctant acceptance of 
the auxiliary by the medical staff. 
Advancements in medicine have 
been made only after thorough 
testing. There is the innate profes- 


sional struggle to upgrade, to im- 


prove and to set new goals. These 
may be the reasons the medical 
staff is unwilling or dubious about 
accepting nonprofessional women 
into the hospital environment. An 
objective evaluation by the medi- 
cal staff can be made only after 
the auxiliary has had an oppor- 
tunity to pass the tests of time and 
has made valid achievement and 
progress. It therefore behooves 
auxiliaries to find ways in which 
they can communicate to the phy- 
sicians their interest in good pa- 
tient care, their position in the 
strueture of the hospital organiza- 
tion and their desire to participate 
as concerned hospital citizens. 


There are four ways to stimulate 
the process of communicating with 
the medical staff. The first plan is 
that suggestions from the medical 
staff for improvement or develop- 
ment of auxiliary services be chan- 
neled through the administrator to 
the director of volunteer services. 
The second plan is that the presi- 
dent of the medical staff and the 
president of the auxiliary, as well 
as the administrator, be present at 
trustee meetings. 

The third suggestion is a varia- 
tion of the joint conference com- 
mittee used in many hospitals. It 
is a committee composed of officers 
of the medical staff, board aux- 
iliary and the administrator. The 
last suggestion for better com- 
munication is that the president of 
the auxiliary be allowed to sit in 
- on department head meetings. 
If a hospital is currently using 
either of these last two suggestions, 
the effectiveness of its auxiliary 
has already been proven and the 
auxiliary has been favorably 

evaluated. On the other hand, if 
an: auxiliary does not enjoy this 
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kind of participation with the 
medical staff, it does not neces- 
sarily mean that the auxiliary has 
been unfavorably evaluated. It 
only means that possible means of 
communication need to be explored 
and strengthened. 
COMMUNITY EVALUATION 
In evaluating the effect auxili- 
aries have on the community, it is 
important to realize that they are 
communicating something about 
the hospital. Because the words 
“community”? and “communica- 
tion” have the same Latin meaning 


 —common—the approach to an 


evaluation must be made on the 
basis of what the auxiliary and the 
community have in common, 

The facts that auxiliaries want 
to share with the community are 
the role of the hospital in main- 
taining the health of the com- 
munity, how this job is done and 
how well it is done. The auxiliary 
must also share with the com- 
munity the purposes of the auxil- 
iary in helping the hospital and 
how these purposes are attained. 

These facts can be disseminated 
in a number of ways. However, the 
auxiliary must know them first be- 
cause it is the auxiliary that carries 
the weight of the person-to-person 
interpretation of the hospital or 
the auxiliary to the community. 

Remarks made by auxiliary 
members frequently achieve added 
importance because the members 
have no vested interest in the hos- 
pital. Therefore, a fact stated in 
informal conversation is a fact 
often remembered, whereas a fact 


appearing in some other form, such 


as an annual report, is often un- 
recognized or forgotten. 

In the factual approach to the 
community, the evaluation of the 
auxiliary by a citizen or an organi- 
zation will be based on self-interest 
—‘What’s in it for me?” If the 
auxiliary has facts to answer that 
question, it may intrigue the citizen 
or organization into participating 
in work for the hospital. The next 
question will be, “What do we have 
to do?” and finally, “How is it go- 
ing to be done?” . 

It is of paramount importance in 


meeting the community on the 


common ground of shared facts 
that the individual auxiliary mem- 


ber be informed as to the stand- 


ards, services, needs, plans, prob- 


lems and caste of the hospital and 
the auxiliary. 

The community also evaluates 
the auxiliary on its ability to pro- 
vide trust, confidence and integrity. 
With a public that has become 
skeptical of some of the glorified 
claims of advertising, auxiliaries 
are put in the position of creating 
confidence with “soft-sell’”’. If aux- 
iliaries know their facts, or earn- 
estly seek them when they do not 
know, a feeling of confidence is 
transmitted to the public. The con- 
fidence of the community is further 
enhanced if auxilians listen ob- 
jectively to what is being said 
about the auxiliary and the hospi- 
tal. If we are made aware of em- 
barrassing situations, it is better to 
admit them than to gloss them 
over. The public is far more sym- 
pathetic with a candid admission 
of human failure than it is toward 
denial or silence or inactivity. 


Auxiliaries make their greatest 
sins in community relations in fund 
raising. In overworking husbands, 
members, or the town’s merchants, 
auxiliaries have given the impres- 
sion that they are taking from the 
community, not giving something 
to the community. They have put 
the “squeeze” on all in the name of 
friendship, customer relations, or 
neighborliness. Auxiliaries must 
give their patrons, whether they 
are buying tickets, donating rum- 
mage, or supplying muscles, a sense 
of participation in a cause in which 
they, too, have confidence. 

Auxilians also do their hospitals 
and their auxiliaries a disservice in 
being woefully uninformed about 
how funds are to be used. When 
they glibly state; “The money is 
going to be used for the hospital’, 
they deny the donors the need to 
identify with the specific cause. 
The public wants to have at least 
an idea of how they participated. 

Every auxiliary must have as a 
basis for good hospital, patient and 
community evaluation the roots it 
plants in the lives and minds and 
homes of its evaluators. The pres- 
ervation and enhancement of those 
facts and feelings that auxilians 
hold in common will produce the 
best effect. Very few individuals 
criticize honest and worthy objec- 
tives, but they do criticize how 
these objectives are reached. . 


49 


FOUR SUGGESTIONS 
= 


—— 


NEW TECHNIQUES 
NEED Castle / /"g00 SERIES” TWINLIGHTS | 


dl lighting is needed soles for simultaneous illumi- 
nation of separate surgical sites, or to cot zaguonate the blind 
recesses of massive wounds. 

Castle “800 Series” Twinlights meet this need with twin 25- 
inch diameter lampheads mounted on 9-foot tracks, allowing 
light to be beamed to the field from almost any angle. Dual 
angulated beams insure over-all wound coverage, without 
need for constant lamphead positioning. Illumination is 
color-corrected, with shadow and glare reduced to a minimum. 
3 a And, the Kryo-Lux: Heat Filter—developed as a result of 
“Snap-on sterilizable handles allow surgeon studies of the effect of increased temperature on cerebro- 


istant to trol lighting themselves. 
spinal fluids—makes the ‘800 Series’ one of the coolest 
surgical lights ever built. 


Ask your Castle dealer for full information, or write us. 


7 LIGHTS AND STERILIZERS 
me WILMOT CASTLE CO.. 1407 E. HENRIETTA RD., ROCHESTER 18. N.Y. 
HOSPITALS, J.A.H.A. 
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TOWARD A CLEARER DEFINITION 


Iofessional hractice 


OF THE NURSE’S FUNCTION 


by ELEANOR C. LAMBERTSEN, R.N., Ed.D. 


Te PROFESSIONAL nurse provid- 
ing services to patients in the 
hospitals of our country, with the 
exception of the private duty 
nurse, is an employee of the hos- 
pital rather than an independent 
practitioner. It is this fact that 
must be recognized and understood 
if nurses are to define more clearly 
their professional role and respon- 
sibilities for nursing services to in- 
dividuals and families. 


Perhaps professional nurses have | 


erred in not distinguishing between 
the administration of nursing serv- 
ices and the actual program of 
services to individuals and families. 

The dilemma of the nurse prac- 
ticing in the hospital is how to pre- 
serve and expand her role in thera- 
peutic services to patients. It is 


pointless to discuss improving 


nursing care of patients until one 
recognizes the forces that influence 
the very provision of these serv- 
ices. Research of the American 
Nurses’ Association (ANA) and 


the American Nurses’ Foundation - 


(ANF) has clearly demonstrated 
that the role of the professional 
nurse in the majority of hospitals 
is changing from direct services to 


Eleanor C. Lambertsen, R.N., Ed.D., is 
director, Division of Nursin and assistant 
Council on Pro essional Prac- 


gional Conferences. 
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Improving nursing care of patients 
will require nurses to distinguish be- 
tween administration of nursing serv- 
ices and provision of bedside nursing 
care, according to the author. She also 
describes six categories into which 
nursing activities fall and discusses 
which can be properly delegated to 
nonprofessional nursing personnel. 


patients to coordination and con- 
trol of nursing services and hospi- 
tal services. Increasingly, the pro- 
fessional nurse delegates to others 
responsibility for direct services 
and works with and through others 
to insure that minimum standards 
are achieved. 


DUAL RESPONSIBILITY 


As an employee of the hospital, 
the nurse is subject to two distinct 
lines of authority. The administra- 
tive line is headed by the hospital 
administrator who is responsible 
for organizing and supervising the 
personnel, services and facilities of 
the institution on a sound financial 
basis. The clinical line is headed by 
the medical staff with the medical 
staff responsible for providing the 
program of medical care to the pa- 
tients. These lines can be clarified 
if they are referred to as the non- 
therapeutic and therapeutic lines. 

Organizationally, it is important 
for the nurse to recognize that 


medical policies which originate 


with the medical staff are referred 


_ to the’ governing board of the hos- 


pital for approval. Once a policy 
has been adopted by the governing 
board or comparable authority, the 
hospital administrator is directly 
responsible for the implementation 
of the policy. He is the agent of the 
board. 

The hospital administrator is 
directly responsible for the con- 
duct and quality of the services 
provided to patients. He delegates 
to the director of the department of 
nursing service certain areas of 
responsibility. The administrator 
must also delegate adequate au- 
thority to the director of nursing, 
but he must and does bear ulti- 
mate responsibility as representa- 
tive of the governing board. 

The nurse, with other members 
of the health team, furthers the 
purpose of the physician in the 
over-all plan of medical care. The 
distinctive function of the physi- 
cian, is to evaluate the medical 
problem, diagnose and prescribe 
treatment. A physician may not 
delegate the authority to diagnose 
or to prescribe, but he does dele- 
gate to the members of the health 
team certain areas of responsi- 
bility. 

FLUCTUATING. SCOPE 


Another distinctive feature of 
the nurse’s role in the hospital 
organization is that this role ex- 
pands or contracts depending upon 
the availability and usability of 
allied health services or institu- 


= 
tice, American Hospital Association. This 
paper based on a presentation to the ee 


tional service personnel. The ma- 
jor difficulty we face in hospitals 
is that of defining and clarifying 
the functions of a department of 
nursing service in a complex and 
ill-defined program of desirable 
rather than actual health services. 

The organizational relationships 
of the department of nursing serv- 
ice with the hospital administrator, 
other departments and the medical 
staff should clarify rather than 
confuse methods of approach. Sim- 
ply stated, physicians are primarily 
concerned with the availability of 
graduate nurses for patient care 
services, and hospital administra- 
tors are concerned with the avail- 
ability of graduate nurses for the 
administration of nursing services 
as well as for patient care serv- 
ices. 

The issue to be resolved collec- 
tively and collaboratively is that of 
the quality of nursing care which 
patients have a right to expect and 
receive as well as the efficiency of 
institutional operation. Perhaps a 
major deterrent in more clearly 
defining the independent role of 
the professional nurse has been the 
expectation on the part of physi- 
cian, employer and nurse that 
flexibility will continue to be a 
characteristic of nursing. 


ADMINISTRATOR OR NURSE? 


Efficiency of institutional opera- 
tion facilitates the program of 
services. Therefore, it is imperative 
that administration be viewed in 
the proper perspective. The direc- 
tor of nursing, as her function is 
defined in the ANA Statement of 
Functions, Standards and Quali- 
fications, is responsible for pro- 
viding and improving the nursing 
services for patient care to meet 
the objectives of the hospital or 
similar institution. As a depart- 
ment head, she is a member of the 
management team. Her functional 
position, regardless of title, is that 


_of an assistant hospital administra- 


tor. The rationale for this should 
be self-evident. 

The administration of the depart- 
ment of nursing service involves 
direct and indirect relationships 
with the majority of other hospital 
departments. Since the patient is 
housed in a unit supervised by the 
nursing department, prescribed 
therapeutic services and institu- 
tional or environmental services 
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are generally initiated, coordinated, 
facilitated or referred by the nurse 
in charge. The recognized objec- 
tive of the director of nursing 
service as a member of the man- 
agement team assumes that she 
has the administrative compe- 
tence to function objectively in 


decisions that affect the improve- | 


ment of services of the hospital at 
large. She must be capable of crit- 
ically appraising the department of 
nursing service in its inter-rela- 
tionships rather than in isolation. 
She is an administrator rather than 
a skilled practitioner of nursing. 
Utilization of personnel and fa- 


cilitation of services are major ob- © 
jectives of administration. Estab- 


lished administrative services and 
facilities have been recognized as 
primary factors influencing utili- 
zation of nursing service personnel. 
We have spent all too much time 
debating what nurses should or 
should not do. Is it not time we 
support and initiate known and 
tested methods of sound adminis- 
tration? 

On the patient unit of the in- 
dividual hospitals, .minor judg- 
ments only should be made with 
respect to the actual management 
of the ward. Routines and proce- 
dures should be so well defined that 
a ward clerk, as an assistant to the 
head nurse, can adequately free the 
head nurse for responsibilities for 
patient care and personnel serv- 
ices. 

PERSONNEL SUPERVISION 


The head nurse’s principal func- 
tion should be that of supervision 
of personnel, not things. As such, 
she must be a competent practi- 
tioner of nursing. Supervision and 
evaluation of the program of pa- 
tient services and nursing service 
personnel performance are the 
rightful functions of the profession 
of nursing. This cannot be dele- 
gated to anyone other than a mem- 
ber of the profession. But profes- 
sional competence is required 
rather than assuming that mem- 
bership in the “club” automatically 
assures adequate performance or 
leadership. 

The nursing supervisor in the 
average hospital is the most highly 
qualified messenger and clerk in 
existence. This position has become 
the catch-all for the department of 
nursing, and should be redefined. 


The need is for experts in nursing 


who can provide the necessary 
orientation, on-the-job training 
programs and continuing inservice 
education programs for nursing 
service personnel. The position of 
supervisor should not be confused 
with that of administrative assist- 
ant to the director of nursing. 
The supervisor is responsible for 
continuously evaluating and iden- 
tifying the needs of nursing service 
personnel which affect the quality 
of the program of nursing care and, 
on the basis of this evaluation, for 
providing an educational program 


which will assist nursing service — 
personnel in the development of 


their skills for patient care. She 
should represent the nursing serv- 
ice department on any committee 
for the improvement of patient 


care, for this is the organizational 


liaison with the medical staff, hos- 
pital administration and other 
health service personnel responsi- 
ble for services to patients. The 


purpose of such a committee—to 


improve the care of patients 
through better communications and 
through clarification and coordina- 
tion of operational activities— 
should emphasize the essential na- 
ture of the committee. 

The “pure committee” approach 
to administration should be 
avoided, for a continuous group 
approach can result in stifling the 
creativity and productivity of in- 
dividual members of the organi- 
zation. The jobs to be done and the 
problems encountered in achieving 
these jobs should first be defined, 
and then an organization of per- 
sonnel that will achieve the ob- 
jectives of the department and the 
hospital can be planned. An as- 
sumption must be made that per- 
sonnel are employed for a job and 
should be expected to carry out 


the responsibilities inherent in the 
job. Groups or committees are as- 


signed responsibilities when bene- 
fits derived will outweigh or en- 
hance individual initiative or 
contribution. | 
Individual initiative and 
creativity on the part of each pro- 
fessional nurse is requisite to 
improvement of patient care. Since 
availability of personnel will of 
necessity influence the staffing 
pattern, it is imperative that we 
clearly define standards for ade- 
quate and safe patient care. Cer- 
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“MAJOR PROBLEM” 
IN HOSPITAL 
DUST CONTROL 
SOLVED BY 
FILTER QUEEN 


Once you have used a Filter Queen you 
can’t help but praise it. Filter Queen is 
different than any vacuum cleaner on the 
_ market today. Because only Filter Queen 
has the Sanitary Filter Cone and 
“Cyclonic Cleaning Action.” So efficient 
it actually traps—and holds—the minute 
particles found in tobacco smoke. That’s 
why the executive housekeeper of the 
housekeeping staff at Worcester City 
Hospital sent an unsolicited testimonial 
praising the efficiency of their 35 new 
Filter Queens. 

More and more hospitals are converting 
to Filter Queen. Find out why... ask 

for a demonstration . .. COMPARE! 

See the yellow pages for the 
representative nearest you. 


AUTER QUEEN sesrem 


A PRODUCT OF HEALTH-MOR, INC., Chicago 1, Illinois 


IN CANADA: Filter Queen Corporation, Ltd. /252 Victoria St. ‘Toronto 1, Ont. 
~ JN MEXICO: Industras Filter Queen S. A. / Jardin 330 / Colonia del Gas / 


Worcester City Hospital 


WORCESTER 10. MASSACHUSETTS 


MR. FRED BURTON 
FILTER QUEEN COMPANY 
AUBURNDALE, MASS. 


DEAR MR. BURTON: 


WITH THE ERECTION OF OUR NEW ULTRA MODERN HOSPITAL 


WING AT THE WORCESTER CITY HOSPITAL THE HOUSEKEEPING 
DEPARTMENT HAS PUT INTO SERVICE THIRTY-FIVE (35) 
FILTER QUEEN VACUUM AND AIR SANITIZING UNITS. 


THE FILTER QUEEN IS QUIET, A VERY IMPORTANT FACTOR IN 
PATIENT AREAS AND IS CONSTRUCTED SO AS TO PREVENT 
AIR TURBULENCE OF DUST AT FLOOR LEVEL. 


FILTERING OF THE AIR, WHILE IN GENERAL OPERATION, IS 
ALSO A VERY IMPORTANT AND DESIRABLE FACTOR. : 


<- AM SURE THAT THIS METHOD OF HOSPITAL ‘CLEANING Is 


A MAJOR FACTOR IN THE PROBLEM OF DUST CONTROL. 
VERY TRULY YOURS, 


GOLDIE G. CARLSTROM R. N. 
EXECUTIVE HOUSEKEEPER 
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tain standards or gross measure- 
ments of the quality of patient care 
and operational efficiency are fre- 
quently implied in the literature 
or studies. One standard is that of 
time, or the time orientation of pa- 
tients, physicians and _ hospital 
personnel. This standard is best 
expressed in the statements, 
“There was (wasn’t) enough time 
to carry out the essential services 
or activities at the time expected 
or desired,’’ or, ‘“‘There was 
(wasn’t) a delay in the time an 
essential service or activity was 
carried out.” Another standard is 
reflected in the patients’ overt re- 
sponses to personnel, to the ade- 
quacy of nursing service, or to the 
environment. 


An existing general premise is 
that the quantity of nursing serv- 
ice, both professional and nonpro- 
fessional, which a hospital provides 
is a significant index of the quality 
of nursing that it provides. This is 
a false premise because availability 
of hours does not necessarily indi- 
cate the degree to which these 
hours are utilized for patient serv- 
ices, no more than does the quan- 
tity of nursing service necessarily 
assure quality of these services. 
Assignment of nursing service per- 
sonnel for patient services must be 
based upon the ability of the indi- 
vidual to carry out assignments for 
direct patient services. If even the 
minimum standard of safe patient 
care is to be achieved, limitations 
must be recognized in the assign- 
ment of practical nurses and 
nurses aides for patient care serv- 
ices. Acceptance of this premise 
indicates the need to identify clear- 
ly in each hospital the range of 
activity areas of nursing responsi- 
bility for patient care. 

The next step is to identify those 
activities for or with patients 
which must be carried out by pro- 


‘ fessional nurses and those which 


may be safely delegated to prac- 
tical nurses and nurses aides. In 
general, nursing techniques or 
ministrations fall into six major 
categories. In each category, there 
has been and will undoubtedly 
continue to be significant change 
as a result of medical, hospital and 
social advances and trends. These 
categories are: 

1. Activities which relate to the 
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basic physiological and psy- 
chosocial needs of the patient; 
e.g., comfort measures, per- 
sonal hygiene measures, 
maintenance of normal body 
functions, vital signs, etc. 

Early ambulation has distinctly 

affected the number of activities in 
this category and has lessened the 
dependence of the patient upon the 
assistance of the nurse in meeting 
his needs. The patients requiring 
assistance are acutely ill, immo- 
bilized or physically helpless in 
some way. The age of the patient 
(pediatric or geriatric) or psy- 
chological response (psychiatry) 
may be a determining factor. Al- 
though there has been increasing 
emphasis on the assignment of 
nursing aides to activities in this 
category, the assignment may be 
curtailed because of the complex- 
ity of the individual patient’s re- 
sponse to his health problem. 

2. Activities which relate to the 
physiological and psychoso- 
cial needs and response of the 
patient to his health problem; 
e.g., medications, suction, 
oxygen therapy, dressings, 
tube feeding, irrigation, oper- 
ative preparation, observa- 
tions of results of medical 
treatments or procedures. 

These are activities that are 

delegated by the physician to the 
nurse. Studies demonstrate a de- 
crease in the number of nursing 
procedures in this category as a 
result of advances in chemother- 
apy, surgery, diagnostic proce- 
dures, etc. We are currently in an 
era of medications and automation. 
Industry’s contribution to treat- 
ment has been the development of 


equipment and supplies with a 


consequent elimination of elements 
of human error as well as work 
simplification. But advances of this 
nature have introduced other haz- 
ards, primarily in the area of 


nurse-patient relationships. We. 


are all aware of the problem of 
depersonalization that has occurred 
in nursing. 

3. Assisting the physician with 
medical treatments or pro- 
cedures; e.g., collecting speci- 
mens and assisting with phys- 
ical examinations, dressings 
and diagnostic or therapeutic 
measures. 

In this area, there is an increase 

of activities. The nursing service 


personnel assist the physician and 

may be responsible for orientating 

the patient. | 

4. Teaching and rehabilitation. 

There is relatively little evidence 
that nurses are as perceptive of the 
teaching and rehabilitative needs 
of patients and their families as 
they are of other areas of responsi- 
bility. Primary emphasis appears 
to be on teaching programs for pa- 
tients with certain health prob- 
lems. 

5. Observing signs and symp- 
toms of the patient’s physio- 
logical and psychological re- 
sponse. 

Although this category is a con- 
sistent process associated with 
activities in the above four cate- 
gories, it requires separate identi- 
fication as well. It includes obser- 
vation of covert as well as overt 
signs and symptoms. 

6. Therapeutic use of self in 
assisting the patient in iden- 
tification of his problem, so- 
lution of his problem and de- 
velopment of his plan of care. 

This category is a consistent proc- 
ess also in each of the above five 
categories, but frequently it is an 
independent activity. It is in this 
category that the individual re- 
sponse of the patient is recognized. 
Effectiveness of therapy is based 
upon the inherent resources of the 
patient—his adaptive capacity. 

Within each of the six categories, 
it is possible to develop guides for 
the assignment of nonprofessional 
personnel. Research is essential for 
more definitive guides, but empiri- 
cal evidence is basic at this time in 
the diagnosis of patients’ nursing 
needs and the evaluation of the 
ability of nursing service personnel 
to meet these needs. In the absence 
of definitive standards for measur-. 
ing the quality of nursing care, 
certain basic premises may serve 
as guides for the evaluation of the 
plan of assignment for patient 
services. 3 

1. Quality of nursing care is 
distinctly affected by quality of 
medical care and medical super- 
vision of nursing service person- 
nel. 

2. The program of individual pa- 
tient care as prescribed by the phy-. 
sician, including activities dele- 
gated to the nurse, may facilitate 
or deter the objectives of the de- 

(Continued on page 96) 
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New Hill-Rom No. 9500 Grouping in beautiful 


Featuring the Increasingly Popular No. 65-1 All-Electric Hilow Bed 


e This delightfully fresh and new patient room grouping by Hill-Rom features 
a beautiful decorative design in Fruitwood. It has been engineered to provide 
maximum patient.convenience and safety and lasting beauty, with minimum 
maintenance and housekeeping care. . . . The Fruitwood panels of the case goods 
are recessed in the anodized aluminum frame. The legs are covered with stainless 
steel boots. The welded steel base with the riveted anodized aluminum frame 
provide the sturdiest possible cabinet construction. All drawer interiors are of 
non-rusting aluminum—easy to clean. . . . All of these features, plus the time- 
tested Hill-Rom furniture finish, combine to make this No. 9500 grouping an 
outstanding value. . . . For pictures and details of the individual items, turn the 
page. Full color brochure sent on request. HILL-ROM COMPANY, INC. - Batesville, ind. 
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No. 95-65-1 All-Electric Hilow Bed: This bed gives finger-tip control 
of head, knee and hilow positions. Listed by re-examination service 
for use with oxygen by U.L. (Underwriters’ Laboratories, Inc.) 


No. 9503 Bedside Cabinet— 
with No. 307 Lamp: Anodized 
aluminum frame, fruitwood 
panels, stainless steel legs. 
Height 29”, top 20” x 17”, 
heat and stain resistant com- 
position. (Also available 
without lamp.) 


No. 95-11 Bedside Chest: 
Three spacious drawers. 
Height 29”, top 24” x 17”, 
heat-and-stain-resistant. 


wa 


No. 95-63 Tri-Control Electric Hilow Bed: This bed can be activated — 


from either side and at the foot. Listed by re-examination service 
for use with oxygen by U.L. (Underwriters’ Laboratories, Inc.) 


No. 95-614 Overbed Table: 
The original single-pedestal 
overbed table, with center 
section vanity tray and 
mirror. 


No. 95-26 Chest Desk: Height 
29”, top 48” x 17”, heat-and- 
stain-resistant. 


No. 9508 Arm Chair: Foam 
seat and back, in a variety of 
naugahyde or fabric covers. 


No. 9507-W Straight Chair: 
Shown with wood seat and 
back. Also No. 9507-U, with 
upholstered seat and back 
cushion. 


HILL-ROM COMPANY, INC. - Batesville, Indiana 


No. 95-22-U Pull-up Chair: 
As shown, with upholstered 
seat and back. Also No. 
95-22-W, with wood seat and 


back. 


| The New No. 9500 Hill-Rom Grouping In Fruitwood ¥ 
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No. 60-08 Arm Chair: Spring- 

back cushion. — 


New product descriptions in- 
cluded in this section are con- 
densed from. reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 

the American Hospital Asso- 
ciation, 


Revolving tray oven (14F-1) 
Manufacturer's description: Dual vent, 


electronic controls, double stabili- 
zation, inner walls of aluminized 


steel and push-button electric ig- 


nition are features of this heavy- 
duty revolving tray oven, which 


has capacities from 8 to 80 pans, 


and semi-indirect or recirculating 
heat systems. The oven is built for 
gas, oil or electricity, provides 
spiders of welded tubular con- 
struction and is available in white 


or colored porcelain, stainless steel, 
_chip-resistant, synthetic enamel 
with elastic base, or combinations 
of each. Middleby-Marshall Oven 
Co., Dept. H14, 769 W. Adams St., 
Chicago 6. 

Solid-form rinse agent (14F-2) 
Manvfacturer’s description: Available in 
two forms: a 2-in. bar for use in 
automatic dishwashing machines, 
and a plastic mesh-covered packet 


for use in under-the-counter ma- 
chines, this rinsing agent is self- 
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agujbment and supply review 


feeding and contains a controlled, 
uniform rinse-water conditioning. 
For under-the-counter machines, 
the pack is placed in the silver- 
ware basket; in automatic dish- 
washing machines, the agent is 
used only during the rinsing cycle. 
Calgon Co., Dept. H14, Hagan Ctr., 
Pittsburgh 30, Pa. 


Enema tube (14F-3) 
Manufacturer's description: This enema 


flush tube is equipped with a plas- 


tic shutoff that can be op- 
erated with one hand. The water 
flow is stopped by bringing the 
tube back over the clamp edge and 
pushing it into the slot. The tubes 
are 24 French, 60-in. long, marked 
5 in. from distal end, with the 


Chicago 11, Illinois. 


torial Department of HOSPITALS, 


flexible connector fitting most 
standard enema cans. C. R. Bard, 
Inc., Dept: H14, Murray Hill, NJ. 


Aluminum foil containers (14F-4) 
Manufacturer’s description: These air and 


moisture proof foil packages, with 


pull tab openings, offer product 
protection, portion control, dispos- 
ability and varied menu and prep- 
aration possibilities. The air-tight 
container also aids in eliminating 
the possibility of leakage, and the 
pull tab allows the package to be 
easily opened. Ekco-Alcoa Con- 
tainers, Inc., Dept. H14, Wheeling, 
& Hintz Rds., Wheeling, IIl. 


Chair carrier (14F-5) 

Manufacturer's description: This 36-in. 
high, 7 Ib. tilt-lever action chair 
carrier provides a %-in. diameter 


tubular steel handle with a fold- - 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
.A.H.A., 840 North Lake Shore Drive, 


Revolving tray oven (14F-1) 
Solid-form rinse agent (14F-2) 

___Enema tube (14F-3) 

___Aluminum foil containers (1 4F-4) 

__— —Chair carrier (14F-5) 

identification system (14F-6) 

rawer partitions (14F-7) 
_____Automatic door operator (14F-8) 


_____Clinical testing device {14FL-2) 
—______Air tubes (14F1L-3) 2 
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PRODUCT NEWS 


aseeeiieial , washable draw sheet 
(14F-9) 
Waste receptacle (14F-10) 
Telephone ringers (14F-11) 
_____Absorbent towels (14F-12) 
_____Avtomatic bag sealer (14F-13) 
____Preventive maintenance 

(14F-14) 


3 PRODUCT LITERATURE 
__— —Hospital plumbing fixtures (14FL-1) 


food warmers (1 4FL-4) 
care {1 4FL-5) 
tape (14FL-6) 
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up lifting brace that slides under 
stacked chairs enabling an opera- 
tor to tilt the carrier and roll them 
away. The horizontal bar, which is 
fastened to the base of the handle 
and acts as a brace to keep stacked 
chairs upright, plus two 4-in. rub- 
ber wheels, makes it possible for 
the carrier to transport more than 
200 lbs. of stacked chairs. The 


Howell Co., Dept. H14, St. Charles, 
Ill. 


OB identification system (14F-6) 


Manufacturer's description: Designed 
specifically for OB patients, these 
plastic ID bracelets are designed 
for both adults and infants. The 


bracelets are serially numbered 
and have matched sets of index 
cards, enabling both mother and 
baby to wear the same serial num- 
ber. The bracelets are made of non- 
toxic, white, one-piece plastic with 
rolled edges and ample “window 
space” for all information required. 
Mark-Clark Products, Inc., Dept. 
H14, 301 N. Water St., Milwaukee, 
Wis. 


Drawer partitions (14F-7) 
Manufacturer's description: Removable 


GRADUATED 


BUCKETS 


Fast, easy, accurate mixing of 
mopping solutions, using large 
embossed numerals and rein-— 
forcing, gallon-indicating cor- 
rugations, is the newest 
improvement in Geerpres 
buckets. Available i 
8- and 11-gallon sizes with 


Ask you or 
yrite today for free" 


: and easy to arrange, these subdi- 
viders were developed for hospital — 


case work and fit most drawer 
sizes. Made of 3, 4, 6, or 9 com- 
partments and available in 2-in. 
or 4-in. heights, the plexiglas sub- 
dividers can be inserted or removed 
quickly and permit complete visi- 
bility. Maysteel Products, Inc., 
Dept. H14, 800 Horicon St., May- 
ville, Wis. 


Automatic door operator (14F-8) 
Manufacturer's description: Engineered 


for compactness and ease of instal- 


lation, this electric door operator is 


fully powered, has a standard 110- 
volt, 60-cycle, one phase power 


supply with optional plug-in or 
direct wiring. Fuse and overload 
protection is provided by means of 
a built-in disconnecting switch. 


The Stanley Works, Dept. H14, 


New Britain, Conn. 


Waterproof, draw 
sheet (14F-9) 

Manufacturer's description: This draw 
sheet is constructed of three-ply 
diaper cloth with the bottom ply 
coated with a soft vinyl plastic 
film to provide protection for the 
bed. The sheet also provides drill 
cloth flaps which permit secure 
anchoring under the mattress and 


HEAVY-DUTY DRILL CLOTH TUCK-UNDER FLAPS 


THREE-PLY, LONG WEARING DIAPER CLOTH 


combines the features of a cloth 


draw sheet, rubber draw sheet and 


a soaker. Completely washable, the 
over-all dimensions are 36 by 76 
in.; the waterproof sheet is 36 by 
40 in. and the tuck-under flaps 
measure 36 by 18 in. The sheets 
are also available on continuous 
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WATERPROOF VINYL PLASTIC FILM 
COATED TO GOTTOM PLY DIAPER CLOTH 


flaps. Chicopee Mills, Inc., Dept. 
H14, 47 Worth St., New York 13. 


Waste receptacle (14F-10) 
Manufacturer's description: This free- 
standing or wall-mounted recep- 
tacle combines a 

half-gallon J 

water reservoir, 
enough water to 
extinguish hun- 
dreds of cigar 
and cigarette 
butts instantly, 
and a separate 
litter compart- 
ment for candy 
wrappers, tis- 
sues, etc. Each 
compartment is 
clearly marked to avoid errors, 
and the large capacities of both 
make it possible for the container 
to be emptied and cleaned only in- 
frequently. The receptacle, 10 in. 
in diameter and 18 in. high, is con- 
structed completely of stainless 
steel. D. J. Alexander Corp., Dept. 
H14, 2944 E. Venango St., Phila- 
delphia 34. 


Telephone ringers (14F-11) 
Manvfacturer's description: For the pur- 
pose of awakening young physi- 
cians for night calls without dis- 
turbing their roommates, these 


pillow ringers fill the need for a 
selective calling device to summon 
just one intern to duty. The 3 by 
4-in. ringers, with volume control, 
are installed and placed under 
each pillow. Illinois Bell Telephone 
Co., Dept. H14, Chicago, Ill. 


Absorbent towels (14F-12) 

Manufacturer's description: This absorb- 
ent, four-ply cellulose professional 
towel for clinics, hospitals and pri- 
vate practice is made of fortified 
and fabricized cellulose and meas- 
ures 13% in. by 18 in. The towels, 
packed 50 to each self-dispensing 
carton, are available in white or 
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25-yd. rolls, without tuck-under 
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Marlite paneling 


for wash-and-wear walls 
that never show their age! 


In even your busiest hospital traffic areas, walls of Marlite panel- 
ing stay like new for years. That’s because Marlite’s baked plastic 
finish shrugs off grease, stains, mars— even heat! Marlite walls can 
be kept clean and sanitary with an occasional washing. And unlike 
many “finished” wall panels that dull with age and damage through 
use, Marlite’s hard, dent-resistant surface withstands constant use 
and abuse. 

Moreover, your own maintenance men can install Marlite with- 
out interrupting normal hospital activities. No muss, plaster dust, 


lingering paint odors! You can choose from Trendwoods®, plain- 


colors, marble, decorator patterns. See your architect, contractor, 
building materials dealer, or write Marlite Division of Masonite 
Corporation, Dept. 712, Dover, Ohio. 


Marlite 


plastic-finished paneling 


ANOTHER QUALITY PRODUCT OF MASONITE® RESEARCH 


». 
he 


— 


PROFESS! TOWTiS 
TOWELS 


PROFESSIONAL TOWELS 
PROFESSIONAL TOWELS 


green and are able to be auto- 
claved. Hoffmaster Co., Inc., Dept. 
H14, Oshkosh, Wis. 


Automatic bag sealer (14F-13) 
Manufacturer's description: Designed for 


hospital packaging requirements, 
this sealer automatically makes 
packages air and water tight and 
seals up to a 12-in. scale by means 
of a foot pedal. Portable and 


; 


weighing only 22 lIbs., the sealer 
has controlled temperature to 
allow the exact amount of heat to 


seal plastic, nylon, or vinyl bags 
up to 6 mil. Continental Hospital 
Industries Inc., Dept. H14, 18624 
Detroit Ave., Cleveland 7. 


Preventive maintenance products 
(14F-14) 

Manufacturer's description: Packaged in 
12-o0z. pressurized containers, these 
spray finishes and cleaners are air- 


> 


drying and are available singly, or 
in multiples of six of one material 
or mixed. For preventive mainte- 
nance programs on hospital furni- 
ture, these liquid-spray materials 
are color-coded for ready identifi- 
cation and are supplied in char- 
coal-gray, aluminum base coat and 
cover coat, or clear varnish and 
touch-up gray enamel. Hill-Rom 
Co., Inc., Dept. H14, Batesville, Ind. 


SEE COUPON, PAGE 57 


Hospital plumbing fixtures (14FL-1) 
—For hospital installations, this 
guide booklet illustrates selected 
plumbing products and describes 


‘in detail their general and special 
‘applications in various hospital 


areas. The manual is divided into 
two parts: one contains floor plans 
and general descriptions of hospi- 
tal areas with products suggested 
for these areas; the second contains 


specifications on standard hospital 


plumbing fixtures and fittings il- 
lustrated in the first section. The 
areas covered include administra- 
tive, outpatient, nursing, surgical 
and obstetrics departments, diag- 
nostic and treatment facilities and 
hospital morgues. American- 
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Standard Corp., Dept. H14, 40 W. 
40th St., New York 18. 


Clinical testing device (14FL-2)— 
Described in this brochure is a unit 
that aids in determining serum 
cholesterol levels, blood clotting 
factors and approximately 40 other 
diagnostic measurements for heart, 
kidney and diabetic conditions. 
Each instrument can be individu- 
ally calibrated for 40 of the most 
commonly made determinations, 
such as acid phosphatase, albumin, 
bilirubin, chloride, cholesterol, fi- 
brinogen, globulin, glucose, hemo- 
globin, protein and urea nitrogen. 
E. Leitz, Inc., Dept. H14, 468 Park 
Ave., S., New York 16. 


Air tubes (14FL-3)—This booklet 
describes the pneumatic tube com- 
munications system and the paper 
handling involved in this system. 
The major portion of the catalogue 
is divided into three illustrated 
parts each dealing with conven- 
tional, semiautomatic and auto- 


matic tube systems. The fourth 


illustrated section is directed to 
engineers or architects and deals 
with components, engineering 
drawings and appropriate meas- 
urements. Lamson Corp., Dept. 


._ H14, Lamson St., Syracuse 1, N.Y. 


Electric food warmers (14FL-4)— 
Each of the 96 different models 
contained in this 62-page catalogue 
are outlined by dimensional draw- 
ings and specification tables, to- 
gether with a five-color insert il- 
lustrating the food warmers in the 
colors available—yellow, pink, tur- 
quoise and brown. A special sec- 
tion lists accessories and recom- 
mended temperatures, as well as 
average and maximum food stor- 


age periods for warming foods. 


Franklin Products, Inc., Dept. H14, 
400 W. Madison St., Chicago 6. 


Floor care (14FL-5)—To provide 
maintenance personnel with infor- 
mation on the proper methods for 
the care of institutional floors, this 
24-page guide illustrates specifica- 
tions on procedures for maintain- 
ing resilient floors. Included in the 
booklet are sections dealing with 
procedures for daily maintenance, 
selection of proper equipment, how 
to remove various types of stains 
and a discussion of floor finishes, 
waxes and cleaners. Armstrong 
Cork Co., Dept. CMH-14, Lan- 
caster, Pa. 


Indicating tape (14FL-6)—This 
pamphlet describes an indicating 
tape for use with ethylene oxide 
sterilizers. Before exposure to eth- 
ylene oxide, the tape is a solid 
green color. After exposure, the 
green fades and diagonal lines ap- 
pear to alert hospital personnel 
that sterilization has taken place. 
The creped tape, which permits it 


to stretch without breaking, can 


be used as both a package sealer 
and as an indicator and is avail- 
able in % in., % in. and 1 in. by 
60 yard rolls. Minnesota Mining & 
Mfg. Co., Dept. H14,900 Bush Ave., 
St. Paul 6, Minn. 
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This is the motorized bed that raises to 
FULL 34-INCH STRETCHER LEVEL 


This is the new, fully motorized Borg-Warner. hospital bed. It 
incorporates every feature we could. think of to add to your convenience 
and efficiency. One example is its stretcher level high position. Not 

just 26 inches. Nor only 30 inches. But a full 34 inches from floor re 
to top of spring sections. This is four to eight inches higher than any [Wim ~ iE 
other motorized bed. It means quicker, easier, gentler transfer of | 
patients from bed to stretcher, and back again. Other features of the 
Borg-Warner bed are equally notable. Including the cost, which is 20% 
to 30% less than other fully motorized beds. Full details are 

yours for the asking. 


INGERSOLL 


PRODUCTS 


BORG-WARNER 
Ingersoll PRODUCTS 


DIVISION OF BORG-WARNER 
1000 W. 120th Street, Chicago 43, Illinois 
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WITH NEW BORG-WARNER SELF-STORING SAFETY SIDE | 


ystem keeps floors so new looking 
can hardly believe your eyes... 


Now with 3M’s new spray method and “SCOTCH-BRITE” Floor Main- 
tenance Pads you can keep floors new looking week after week after 
week. This new spray method lets you clean and polish floors in one 
simple operation. Your floors are kept at a higher level of appearance 
with less strippings. 

The 3M spray method and “SCOTCH-BRITE” Pads can give you 
dramatically pleasing results on even your heaviest trafficked floor 
areas. These unique non-woven Nylon pads never splash or rust...can 
be rinsed in water, dried quickly and re-used. Let us show you how 
regular floor care with “SCOTCH-BRITE” Pads can cut your maintenance 
costs and improve your floor appearance. For a free demonstration on 
your floors, write: 3M Co., Dept. ACA-71,900 Bush Ave., St. Paul 6, Minn. 


“SCOTCH-BRITE” Floor Maintenance Pads 


“*SCOTCH-BRITE’’ 1S A REGISTERED TRADEMARK OF 36M CO., ST. PAUL 6, Minn. 


os WHERE RESEARCH 1S THE KEY TO TOMORROW 
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=a — in hospitals 


by MARTHA JANE NICOLAIDES and JOHN AUTIAN, Ph.D. 


F ONE WERE to list the number 
of devices or items, prepared 

in part or whole of a plastic mate- 
rial, used presently in hospitals, he 
would rightly be impressed by the 
unusually large number compared 
to several years ago. Furthermore, 
the variety of uses found for these 
plastic materials can be looked 
upon with even greater awe than 
the total number of uses. Just a 
decade ago, it was standard: prac- 


tice to use devices made of metal, 
rubber, wood, paper and glass; to- 


day many of these time-honored 
materials have been totally or par- 
tially replaced with plastics. 

The trend toward, or more right- 


ly the revolution in, the use of. 


plastics is primarily because of the 
unusual characteristics which can 
be built into plastic products. A 
plastic device will not break—a 
glass one will. A plastic product 
can be made transparent—a metal 
one cannot. A plastic bag will not 


tear—a paper one will with con-— 


siderable ease. A plastic prosthesis 
can be engineered to replace an 
arterial segment, which prior to 
plastics was a near impossibility 
with the usual materials. One 
-could continue listing advantage 
after advantage which plastics 
have over the customary materials, 


Martha Jane Nicolaides is central sup- 
r at the University of Texas 


ly superviso 
Medical Center, Galveston, and John Au- 


tian, Ph.D., is director of the drug-plastic 
research’ laboratory at the University of 
Texas College of Pharmacy, Austin. 
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Pointing out that the hospital and 
medical use of plastic devices has in- 
creased dramatically in recent years, 
the authors warn that the absence of 
standards and controls to govern such 
use constitute a potential danger to 
hospitals and patients. They also urge 
development of such standards and 
controls and describe a program to de- 
velop specifications, which is now un- 
der way in one hospital. 


but what has been said should be 


adequate to accent the diversity of 
plastics. 


Today, in any well stocked cen- 
tral supply, one may see many 
items made of plastic: syringes, 
test tubes, tubings of all types and 
varieties, collection units for blood, 
urine, sputum, etc., sheets, bags, 
mesh for implants, prosthetic de- 
vices, enema units, bed pads, bot- 
tles, jars and vials, medicine cups 
and numerous other items. | 


SAFETY IMAGE OF PLASTICS 
Several factors have possibly 


contributed to the safety image of 


plastics for all uses. The first of 
these may be categorized under the 
heading of lack of knowledge of 
plastics. To many in the medical 
field, the term “plastics” connotes 
one specific material. In other 
words, whether the plastic is poly- 
ethylene or polystyrene, both are 
considered the same, even though 
they may not look alike. Of course, 
this is not true, since “plastics” is 
a generic name given to an un- 


limited number of polymeric mate- 
rials having a variety of chemical 
structures, 

The composition of the plastic 
material is even less known to the 
hospital staff. In some instances, 
the pure polymer can be used 
without the addition of other ingre- 
dients, while in others there is the 
need to add other constituents in 
order to achieve a specific prop- 
erty. Since there are chemical dis- 
similarities between various plas- 
tics, one plastic material may 
behave quite differently from an- 
other when in contact with a drug 
product or tissue. Two plastic ma- 


terials having the same generic 


name, such as polyethylene or poly- 
styrene, may behave differently 
from each other when purchased 
from two different sources. 

A second factor contributing to 
the sense of safety in the use of 
plastic devices is the promotion or 
advertising conducted by certain 
manufacturers and distributors 
where terms such as “medical 
grade” and/or “hospital tested” 
are interwoven into the ad to im- 
ply that the plastic device has 
been tested in all possible ways 
and, consequently, is safe to use. 
Actually, the written copy does not 
say this explicitly, but the inter- 
pretation by the reader invariably 


leads him to believe that the de-— 


vice can be used without any fear 
that the plastic material might 
cause direct or indirect harm to the 
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In a critical review of the litera- 
ture, many instances could be cited 
where toxic or tissue sensitivity 
were recorded when a plastic ma- 
terial came in contact with animal 
or human tissue. Often, however, 
these reports were not quite clear 
as to the actual composition of the 


his group and that of other inves- 
tigators*-> has demonstrated that 
that polymeric material can act as 
carcinogenic agents when the ma- 
terial is kept in long contact with 
animal tissue. Even though these 
results should not be extrapolated 
to humans, one should consider 


patient. The above terms are mis- 
leading and should be viewed with 
caution. 

Another approach used in adver- 
tising plastic devices, which again 
can be quite misleading, is that 
the written copy contains informa- 
tion stating that the ingredients in 


the plastic are approved by the 
and Drug Administration. 
This statement is undoubtedly true, 
but reference to FDA means that 
the ingredients are approved for 
plastic packaging material to be 
used for foods—not drug use. 


With the present success and 
popularity of plastic devices, it can 
perhaps be understood why a num- 
ber of hospital purchasing agents, 
pharmacists and clinicians have in 
a sense accepted the fact that plas- 
tics are rather inert and should 
not cause any real problems which 
might have an adverse influence 
on the health of the patient. In the 
past, this assumption might have 
been correct, but today, and in the 
future, this might be a very dan- 
gerous assumption without proper 
precautions. 

What, then, might be the “seri- 
ous consequence” to the patient if 
proper care is not taken in the 
selection and use of plastic devices 
or products in medical practice? 
The answer to this question can be 
summarized by listing two poten- 
tial consequences: 

Direct Consequence—Many plas- 
tic substances may have direct 
contact with the patient for a very 
short time or an extremely long 
time. For example, a surgical im- 
' plant might well last for the life- 
time of the patient while a drain-. 
age catheter may remain for a very 


plastic material, so supporting evi- 
dence for conclusions was not well 
founded. A more confusing picture 
is presented when one evaluates 
reports about plastic materials 
which have been used in surgery; 
these are often quite conflicting. 
Perhaps the conflicting conclusions, 
reviewed in the present light of 
knowledge, were due to uninten- 
tional surgical mistakes and the 
faulty belief that one plastic ma- 
terial having the same _ generic 


mame as another is exactly the - 


same material. 
The work of Oppenheimer! and 


This 300-pound bell was cast from 
chains and shackles once used to 
restrain mental patients. It is the 
Mental Health Bell—the real bell 
behind the symbol of the National 
Association for Mental Health. Cast 


this possibility if implants were to 
remain in man for a period of 20 


to 30 years. 


Brewer and Bryant® in their in- 
vestigations on plastic devices 
found that certain medical grade 
tubings when implanted into ani- 
mal tissue cause very serious toxic 
or sensitivity reactions. The very 
interesting and startling observa- 
tions by these research workers 
was that not all plastic tubings 
showed these toxic or tissue sensi- 
tivity reactions even though many 
of the tubings used the generic 
name, polyvinyl chloride. 

Less information appears to be 


- available for the indirect conse- 


quence. One of the author’s own 
groups for the past four years has 
been studying the effect of plastics 
on drug products and the results 
do conclusively indicate that drug- 
plastic interaction can and does 
occur. For example, every poly- 
vinyl chloride tubing tested which 
was claimed to be a medical grade 
was found to release a constituent 
to several solvents used as paren- 
teral vehicles’. 

Other investigations have shown 
that more drug-plastic interactions 
are taking place than is presently 
suspected with plastic tubings®. 
Nylon syringes were found to bind 
considerable quantities of drugs 
having acidic hydrogens®-1!. Un- 
published work of the same group 
shows that other plastic materials 
having polar centers can also bind 


from despair, this bell now rings 
with hope... The hope that medical 
science will conquer mental illness 
as it has conquered so many other 
diseases. 

Research has found ways to treat 
mental disorders once considered 
hopeless. Research can now go on 
and find ways to help all the men- 
tally ill. Help conquer mental illness. 


| 
Give at the Sign of the Ringing Bell 


certain types of chemical agents. 
Unfortunately, the body of knowl- 
edge in this area is so meager that 
no correlation can be made be- 
tween the polymeric structure and 
the chemical structure of the drug 
as to the uptake of the drug. 


SAFETY CONTROL OF PLASTICS 


Several questions may be raised 
at this time: How can these plastic 
devices or products be sold to hos- 
pitals if there is a possibility of 
an incompatibility occurring? Does 
not the government through the 
FDA guard against this? The an- 
swer to both of these questions, at 


HOSPITALS, J.A.H.A. 


short period. In both instances, the 
polymer or other ingredient in the 
plastic might cause a tissue sensi- 
tivity or toxic response. 

Indirect Consequence—Plastic 
administration devices, such as 
syringes and tubings, may react 
with the drug or nutritional prod- 
uct and either (1) release a con- 
stituent from the plastic to the 
solution which will then be injected 
into the patient; or (2) the plastic 

‘device may bind or adsorb a sig- 
nificant quantity of the active in- 
gredient, thus reducing the potency 
of the drug product to be admin- 
istered to the patient. 
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Introducing a Brilliant /Mew/ Addition to the X-Omat Line q 


Here it is—for every radiologist—the NEW Kodak § Same 7-minute processing cycle using 


: _ X-Omat Processor, Model M4, $11,500*. the proved principles of the Kodak X-Omat 
Smaller, the M4 X-Omat occupies less than half the Processing system. | 
floor area covered by a hospital bed. For detailed information consult your 
* Manufacturer's suggested price, subject to change without notice. Kodak X-Omat Processor dealer, or write: 


EASTMAN KODAK COMPANY «© X-RAY SALES DIVISION © ROCHESTER 4,N.Y. 


See the Kodak X-Omat Processors, Models M3 and M4, at the American 
Roentgen Ray Society meeting, Miami Beach, September 26-29. 
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least at the present time, is quite 
simple. There are no direct legal 
regulations applying to the manu- 
facture, distribution, or use of plas- 
tic devices concerning standards or 
specifications which must be met 
before the device can be used. 
Each company may establish its 


own standards or may not have . 


any standards at all. Anyone can 
literally set up shop and produce 
plastic devices without producing 
any proof that the plastic is safe 
for use. 

Fortunately a number of reputa- 
ble concerns are cognizant of the 
problem and attempt to insure 
safety of their products by proper 


‘biological testing prior to distribu- 


tion. Even this, however, poses a 
problem, since the manufacturer 
may not know all the uses the 
hospital may make of their plastic 
devices. For example, syringes and 
tubings are used for a host of drug 
products. Who is to know which 
product may react with the plas- 
tic? Of course, if there is a physical 
sign of an incompatibility, then the 
nurse or clinician will prevent the 
administration of that drug to the 
patient. There are instances, how- 
ever, when no visible sign is ap- 
parent that a reaction has occurred. 
Mention has already been made of 
medical grade polyvinyl chloride 
which released a constituent to a 
solution. This reaction cannot be 
detected by visible observation 
when it is occurring. The same can 
be said for the syringes which 
bound certain drug products. In 
this latter instance, only analyti- 
cal means detected that the syr- 
inge was removing the drug from 
the solution. 


NEED FOR CONTROLS 


It is quite apparent that some 
form of control should be placed 
upon the procurement of plastic 
devices for use by a hospital. In 
the present situation there is no 
real protection for the patient 
when plastic devices are employed. 

Who is to take this responsibility 
of safeguarding patient welfare? It 
would be comforting to say that 
the vendor or the manufacturer 
should assume this. Certainly they 
must bear a share. However, as 
noted earlier, correspondence and 
contacts with reputable firms show 
that they do not always know the 
end use of the basic materials they 
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sell. Add to this the imaginative 
thinking of a hospital medical- 
nursing team which can develop a 
new use for a given device, a use 
far afield from the manufacturer’s 
intended use. 

Logically, then, responsibility 
rests with the hospital. Until cer- 
tain minimum standards are estab- 
lished by a national body, each 
hospital must assess its own meth- 
od of purchasing plastic devices. 

Here, then, one faces a serious 
dilemma. Who shall establish con- 
trols? Should it be the purchasing 
agent, nurse, physician, pharmacist 
and/or administrator? Or should it 
be a combination of all? Of course, 
each of these members of the hos- 
pital staff is vitally interested in 
improved patient care and each 
has skills and knowledge which 
certainly would be useful for de- 
veloping standards (specifications) 
for plastic devices used or to be 
used in the hospital, but gathering 


of these skills and knowledge and. 


applying them to the task at hand 
presents a forbiddingly complex 
problem. 

The University Hospital of the 
University of Texas, Galveston, 
has recognized the potential prob- 
lem which might exist with the use 
of plastic devices and has estab- 


lished a committee to study the — 


problem, with the objective of 
establishing minimum standards 
which must be met before the 
hospital purchases a particular de- 
vice. 
Development of specifications is 
truly a joint project, coordinating 
and synthesizing knowledge from 
special areas. This implies action 
not only within a given hospital, 
but also extending outward to in- 
clude specialists in the field of 
plastic research, manufacturers, 
vendors and marketing analysts. 
The University Hospital com- 
mittee, consisting of representa- 
tives of nursing service, clinical 
bacteriology and pharmacy, was 
appointed by the hospital adminis- 
tration. The medical staff was noti- 
fied of the existence of this com- 
mittee, its project and goal. At this 
time, medical staff participation is 
not expected. A great amount of 
preliminary work must first be 
done by the committee before ask- 
ing the medical staff for consulta- 
tion; however, the medical staff 
was asked for information on prob- 


lems which they have encountered 
in the use of plastic devices. This 
aspect of staff participation is still 
continuing and the information is 
recorded and reviewed by the com- 
mittee. 

The development of even mini- 
mum standards involves a number 


of phases. For example, should the 
committee consider the basic raw 


- material which will eventually be 


part of the plastic device? This 
question was considered and it was 
decided, at least for the present, 
that setting up specifications for 
raw materials would be highly un- 
desirable. It was felt that the test- 
ing of the end product would be a 
more practical approach. 

The reason for this approach was 
that hospitals purchase the com- 


pleted product, but have nothing 


to do with procuring and process- 
ing the ingredients or manufactur- 
ing, packaging and distributing the 
final product. The committee agreed 
that specifications should be writ- 
ten which would provide patient 
safety, but in no way restrict 
healthy competition of firms mar- 
keting plastic devices or hinder the 
development of new products. 

- Perhaps the most perplexing 
question encountered by the com- 
mittee was deciding on tests that 
could be used to determine “pa- 
tient safety”. It was soon recog- 
nized that “playing by ear” might © 
be the most suitable policy in the 
infancy of the program. For this 
reason, any specifications devel- 


‘oped would be quite flexible, lend- 


ing themselves to revision as new 
factors emerge. 
One of the first duties of the 


committee was to ask nursing and 


allied personnel to prepare a list 
of all the plastic devices used in 
the hospital. To this list were also — 
added products stored or used in 
plastic devices. A further list was 
made of devices and products 
available but not currently used 
in the hospital. 


A second step was to determine 
all the uses being made of plastic 
devices in the hospital. Certain 
problems developed in this phase 
of the committee’s work. A num- 
ber of examples could be cited here 
to demonstrate the problems, but 
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one should suffice. A feeding tube 
of a fixed size naturally would be 


considered as a feeding tube. How-_ 


ever, it can also serve as a route 
of administration for one or more 
medications, Still another use was 
found for this feeding tube. It was 
serving as a part of an administra- 
tion kit for exchange transfusions. 
The point to be made here is that 
the committee had to recognize 
that different uses of the same 
device would mean that new prob- 
lems might be encountered. 

A third step was to estimate time 
of contact and size of contact for 
those plastic devices which would 
have contact with tissue. It was 
also necessary to determine how 
long a medication would usually 
be kept in a plastic device before 
it was used. 

It became quite chins that the 
ingenuity, adaptability and re- 
sourcefulness of the hospital team 


made it necessary for the com- 


mittee to recognize that manufac- 
turers must build a wide margin 
of safety into each device. Whether 
this is possible remains to be seen. 

Up to the present time, the com- 


mittee has decided to consider a — 


number of tests which might serve 
as a basis for indicating the safety 
of a plastic device. The tests will 
fall into physical and chemical, 
bacteriological, chronic or acute 
toxicity, antigenicity, sensitivity 
and sterility categories. The physi- 
cal and chemical testing will in- 
clude compatibility of medication 
with the particular device, uptake 
of the drug by the plastic, and 
other effects the plastic material 
might have on the drug product. 
_ Other considerations will be nec- 
essary in developing the specifica- 
tions. There is the matter of the 
packaging of the device, especially 
if the product is to be in a sterile 
state. Shelf life of a plastic device 
will certainly be important in the 
consideration. Reuse of devices 
needs to be evaluated in terms of 
hospital budgetary needs. Can the 
hospital afford one-time use? If 
not, can resterilization be accom- 
plished? These are some of the 
current considerations of the com- 
mittee. | 

This, in brief, is and will be the 
pattern followed by the committee 


_ to develop specifications for plastic 


devices used in the hospital. Of 
necessity, it will be a changing 
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plan based upon advice of various 
interested groups, both inside and 
outside the hospital. It is hoped 
that plastics manufacturers will 


become more interested in this 


very important patient-care prob- 
lem. Finally, it is hoped that the 
work of the committee will spur 
other hospitals, national associa- 
tions and governmental agencies to 
seriously consider the development 
of standards for plastics to be used 
in medical practice. a 
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and maintenance 


On-the-job training 
in hospital maintenance 


EVERLY COMMUNITY Hospital, 

Montebello, Calif., was a 
small institution of 65 beds when 
the author first joined the staff as 
chief engineer. On the maintenance 
department payroll were five men 
—a painter who did nothing but 
paint; an electrician who would 
touch nothing but electrical work; 
one combination storekeeper and 
helper, and two semiskilled me- 
chanics who did rough carpentry, 
pump overhaul and maintained the 
rolling equipment on a haphazard 
basis. 

The following equipment was on 
maintenance contract with outside 
concerns: (1) air conditioning; (2) 
filters; (3) thermostatic controls, 
and (4) autoclaves and stills. The 
numerous contracts for mainte- 
nance service seemed economically 
wasteful, and the whole setup of- 
fended my economic sense, but 
when I asked the administrator 
why this condition existed, he said 
this was general practice in the 
hospital field as far as smaller in- 
stitutions were concerned. 

In 1956, a new maternity wing 
and two new delivery rooms were 
added, and in 1959, 55 patient 
rooms and a new surgical suite and 
an x-ray department. This brought 
the hospital’s bed capacity to 162, 
with an average occupancy of 80 
per cent. Boiler horsepower had 
increased from 100 to 300 horse- 
power; air conditioning capacity 
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by LOUIS J. LA VALLE and O. E. ROEHL 


The authors describe how a training 
program in the maintenance depart- 
ment of a smaller hospital began and 
how it grew with the hospital. They 
present the main features of the pro- 
gram and the benefits which have ac- 
erued to the hospital from it. 


rose from 25 to 135 tons, and mo- 
torized beds had replaced prac- 
tically all of the manual type. Such 
growth, it is easy to see, had multi- 
plied maintenance problems. 


About this time, the hospital ac- 
quired a new administrator, a re- 
tired Naval Hospital Corps officer, 
who had been maintenance officer 
of a 500-bed hospital with a com- 
plement of 200 employees in all 
maintenance areas. Since he was 
quite familiar with the Navy’s 
training program for enlisted men, 
he gave enthusiastic support to a 
plan for an employee training pro- 
gram and a revised wage schedule, 
and made many helpful sugges- 


_ tions based on his background and 


experience. 

Basically the program now in ef- 
fect at Beverly Community Hospi- 
tal is this: As older men retire, 
they are replaced with high school 
graduates who have pursued a sci- 
ence course. Mandatory conditions 
of employment are few; one is that 
their education be continued in 
adult education classes in the fol- 
lowing subjects: (1) plumbing in- 
stallation and codes; (2) electrical 
installation and codes; (3) air con- 


ditioning and refrigeration; (4) 
gas and electric welding and burn- 
ing, and (5) stationary engineering 
license preparation. 

The board of directors of the 


- hospital, at the request of the ad- 


ministrator, reviewed the suggested 
revised wage schedule and the pro- 
posed training program. Both were 
adopted. The wage schedule is so 
interesting to the men that re- 
placements are rarely necessary. 
This schedule is comprised of: 

1. A basic starting salary of $250 
per month. | 

2. Upon the successful comple- 
tion of each semester of school 
work, the employee is given a $10 
a month increase in salary. 

(3. An additional $10 per month 
is awarded for obtaining either an 
electrical or plumbing license. 


WAGES AND SCHOOLING 


This program was _ instituted 
primarily to encourage the attend- 
ance of these young men in adult 
education classes, for we here at 
Beverly Community Hospital feel 
quite strongly that the present 
system of high school education is 
lacking in preparation of youth to 
earn a living. When family cir- 
cumstances in two cases made it 
impossible for the boys to attend 
classes, the administrator and the 
chief engineer reviewed their job 
progress at the end of each six- 
month period. Having proved sat- 
isfactory, they were given the in- 
crease in salary. A program of this 
sort must have a certain flexibility 
in order to be fair, and this we 
have tried to maintain. 

Because a licensed stationary en- 
gineer in the Los Angeles area 
must be 21 years of age, these men 
remain in the hospital’s employ for 


at least three years; they become 


increasingly useful and dependable 
as time progresses. We fully real- | 
ize that some of these men will 
leave after completing their exam- 
ination for stationary engineer, but 
this means only one replacement 
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each year, as the men are all] be- 
tween 17 and 21 years of age. 
Under the training program, a 
new replacement is assigned as a 
helper to the oldest man in the 


department and assists him in all . 


the work to be done. In this way, 
his practical education is started. 
He works on cooling towers, com- 
pressors, pumps, motors and all the 
mechanical equipment in the plant. 


Each morning under supervision, 


he runs a boiler water test and 
compounds the boilers; he makes 
a chemical test of the water sof- 
teners and a pH test on the cooling 
towers, making such corrections as 
are called for by conditions. — 
At the conclusion of his first 
year, he will probably successfully 
take the City of Montebello exami- 
nations for maintenance plumber. 
_ His second year will find him pass- 
ing the examinations for mainte- 
nance electrician. His remaining 
time at the hospital will be spent 
preparing for his examination for 
stationary engineer. During this 
entire period, he has access to the 


maintenance department library of — 


technical books. 
FINANCIAL SAVINGS 


What have been the benefits of 
this program to Beverly Commu- 
nity Hospital? 3 

1. Two men have completed 
courses in air conditioning and re- 
frigeration, so the hospital has 
dropped its maintenance contract 
on this equipment, at a saving of 
$425 per month. 

2. The filter contract has also 
been dropped at a saving of $60 
per month. 

3. We have discontinued the 
contract on all sterilizing equip- 


ment, for a saving of approximate-_ 


ly $150 per month. 

4. Cancelling the contract on 
thermostatic controls has produced 
-an additional saving of $400 per 
year. 

5. Most important from an op- 
erating point of view, the men are 
well rounded in plant experience, 
and can do practically any main- 
tenance job from welding or run- 
ning a lathe to recalibrating and 


repairing thermostatic controls. 


The hospital needs only one re- 
placement a year, and this after 
having had the man’s services for 
a minimum of three years. There 
is complete inspection of equip- 
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ment twice daily by men compe- 


tent to think and act for them- 
selves, men capable of assuming 
responsibility. 

This preventive maintenance 
program is highly efficient. Our 
boiler operation, for instance, has 
been complimented by the inspec- 
tors of a national fire insurance 
underwriter at each annual inspec- 
tion, for there has been no scale, 


no evidence of corrosion and no | 


tube failures since the program 
was instituted. 

The electrical motor program 
does require replacement of bear- 
ings at intervals, based on running 


time. In this instance, a completely 


reconditioned motor is kept on 
hand as a replacement, so it can 
be installed with little down time. 


The motor due for overhaul is then 
reconditioned by the department, 


tagged with pertinent data, re- 
painted and placed in the motor 
storage room for instant use. This 
program requires a spare motor in 
each power rating. 

We have found that it is cheaper 
to buy a new motor in such frac- 
tional sizes as % horsepower and 
less, rather than attempting to 
overhaul them. Spare motors of 2, 
3%4, 1, 1%, 2, 3 and 5 horsepower 
are kept in stock. 

All the open ball bearings have 


- been replaced with sealed bear- 


ings, thus eliminating considerable 
greasing. Under normal circum- 
stances, these motors will give four 
years of service before replace- 
ment of bearings is required. A 
motor card is kept on each motor, 
showing date of bearing installa- 
tion and date of motor installation 
so that we can determine the ap- 
proximate replacement date. 

After one year in the depart- 
ment, new men are capable of 
tearing down, cleaning, insulating 
and rebuilding any motor on the 
premises. 

STANDARDIZATION ASPECTS 

The department effects a further 
saving by overhauling pumps. By 
standardizing pump installation, 
only three pumps need be stocked 
as spares. The same system for re- 
placement applies to pumps as t 
motors. 

Being in Southern California 


where it is hot most of the year, 
down time on our air-conditioning 


equipment is critical. Keeping six 
towers and six chilling and hot 
water systems in operation pre- 
sented a problem until we began 
our spare pump program. It now 
takes half an hour to pull and in- 
stall a replacement pump when 
periodic overhaul is due. When 
convenient, the pump is over- 
hauled completely in the shop, 
properly tagged and painted. It is 
then ready for another installation. 

If this system is used, it is im- 
portant also to standardize the 
piping arrangement so that no time 
is lost in installation. Trap piping 
has also been standardized so that 
we can cut down time to a mini- 
mum. In this case, spare traps are 
stocked to replace defective ones, 
which are then overhauled for 
further use. 

The filter program resulted in 
considerable savings to the hos- 
pital. All oil-impingement filters 
were discarded and electrostatic 
filters were purchased. These are 
removed once each week and 
washed with warm soapy water 
and rinsed. This program insures 
maximum air flow through the fil- 
ters and a constant supply of clean 
air. These filters have a life ex- 
pectancy of five years, have been 
in service four years and show no 
signs of deterioration. 


REDUCTION OF COMPLAINTS 


One of the biggest advantages of 
this maintenance program is the 
reduction of expressions of dissat- 
isfaction from patients, nurses and 
ancillary personnel because of 
equipment down time. With a well 
trained department and a properly 
supervised preventive maintenance 
program, complaints are cut to an 
absolute minimum. This, perhaps, 
is a basic reason for the existence 
of a maintenance department. 

How many men are required 
under this program? The mainte- 
nance department now has eight 
employees to cover seven days a 
week around the clock. Two of 
these are in the first year of em- 
ployment; two in the second; one 
in the third, and one part-time for 
night relief still in high school, but 
working on his first year. In addi- 
tion, there is a full-time gardener 
and an assistant chief engineer. 
With these men, the maintenance 
department of a medium sized hos- 
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pital has been successfully oper- 
ated for the past two years. 
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NOTES AND COMMENT 


Hidden maintenance problems 


Many problems and shortcomings existing in hospitals are not even 
noticed by maintenance personnel either because they are too busy or 
have become accustomed to these deficiencies. 

In one five-year-old hospital, for example, some difficulty in properly 


wiring and balancing the panels in the electromatic central heat control 


system had led to the uneconomical 
practice of turning the controls on 
and off manually. Someone in the 
maintenance department finally 
became concerned enough to recti- 
fy this situation. In the following 
six months, the proper use of the 
control system reduced fuel oil 
consumption by 15,783 gallons for 
a savings of $1104. 

Another problem was the ap- 
parently excessive quantity of hot 
water used for this 400-bed hospi- 
tal. On close examination, it was 


‘found that hot water was draining 


through sewer hubs into the sewer 
from leaking drain valves on the 
hot water tanks. These valves were 
replaced. The result was a large 
reduction in the quantity of hot 
water used. 

The next problem was total con- 
sumption of water for the hospital. 
It was found that with a $5000 ex- 
penditure, cooling towers could be 
installed on various small refriger- 
ation units to save water. After 
completion of two small towers, 
water consumption was reduced 
1.5 million gallons per month. 

On closer examination of the 
electrical distribution system, it 
was found that it had developed 
“coveritis.”” Most of the junction 
box covers were off. The magnetic 
starter covers were off too on the 
pretext that the temperature of 
protection relays with covers on 
was too high. Upon replacing the 
covers of junction panels, starters 
and boxes, and properly sizing 
motor relays, the electrical main- 
tenance problems began to fall off 


and the man hours previously 


spent on these troubles have been 
put to good advantage on other 
needed projects. It was also found 
that too much temporary wiring in 
the electrical distribution system 


- Was causing maintenance electrical 
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cost to mount although showing a 
low first cost. 

After this, we looked at air-con- 
ditioning equipment and found the 
air intake to the operating room 
air-conditioning system taking in 
air in a closed area where vapor 
and fumes from the main kitchen 
dishwashing machine were being 
vented, conveying odors and con- 
tamination to the operating suite. 
Immediately the kitchen dish- 
washer duct was relocated. Fur- 
ther, it was found that new con- 
trols were needed and that some 
controls were not functioning. 
These have now been replaced or 
repaired, and the filters are peri- 
odically cleaned. 

Next, the corridors and the pa- 
tient rooms were inspected. Paint 
had been washed thin on the walls, 


and the walls were damaged and — 


chipped. A color committee was 
formed to standardize on colors 
and a good interior paint. This 
committee consisted of members of 
the medical, administrative and 
engineering staffs. They were to 
make decisions about where to 
paint and what colors to use. This 
plan is in effect, with the results 
lifting the morale of both the em- 
ployees and patients. 

There was, and is, the problem of 
leaking condensate lines. The costly 
tearing out of walls to repair or 
replace these pipe lines incited 
maintenance to find the cause. Of 
course, this was an old problem in 
steam distribution and return sys- 
tems, but what was causing it? In 
examining the system, it was found 
that the deaerating feed water 
heater had never been put into use; 
if anything, it was aerating the 
feed water to the boilers. The first 


step was to restore the operation 


of the feed water deaerating 


a 


heater. Then volatile chemicals 
were put into the feed water under 
close controls. With this, we hope 
to reduce our condensate leaks to 
a minimum, if not altogether, and 
avoid this costly repair and_ re- 
placement. 

Still another problem worth 
mentioning is “those little repair 
jobs.”’ They don’t cost much, so just 
go and get them done. A good sys- | 
tem of cost analysis was estab- 
lished on labor and materials and 
you can believe that these little 
jobs do cost. More labor was being 
spent repairing and piecing to- 
gether an old broken lamp, for ex- 
ample, than a new lamp of a mod- 
ern type would cost to purchase. 

With a good cost and control 
maintenance system. established, 
many items could be discarded and © 


replaced with new equipment at 


the same or lower cost than re- 
pairing them. 

Then a water system used for 
irrigation was found to be cross- 
connected to the hospital drinking 
water system. Records did not 
show whether this was good or 
contaminated water. It was tested 


-and found to be good water for 


drinking, but this could have been 
a source of contamination, for it 
was under pressure; therefore, the 
cross-connection could have been 
serious. 

In this large modern hospital, 
the engineering consultant on a 
routine inspection trip stepped on 
the top of what appeared to be a 


rusty five-gallon can top lightly 


covered with earth. This gave way 
and there was a 12-inch wide 
abandoned well shaft 150 feet deep! 
Upon checking records, it was 
found that two such wells existed 
on the hospital grounds. Both were 
immediately filled with clean sand 
and capped with concrete. It is 
difficult to believe that these aban- 
doned wells could have been over- 
looked for so long, but there they 
were. Could it be that such a well 
exists around your hospital? Think 
of the front-page headline this 
would make, if a pediatric patient 
fell in. One wonders how many of 
these problems exist in hospitals 
generally and how many will be 
corrected before it is too late.— 
JOHN H. Rosinson, Hospital Engi- 
neering Consultant, State Tuber- 


culosis Board, Tallahassee, Fla. ® 
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New Lutheran Gerteral Hospital has some 
of the most advanced design features of 
any hospital in the country. It has year 
‘round air conditioning throughout — pro- 
vided by Crane fan-coil units. These remark- 
able units automatically heat, cool, control 
‘room temperature. Have individual thermo- 
stats in every room. Give patients person- 
alized comfort in any season. And there are 
no ducts to carry bacteria, noise or odors 
between rooms. Units operate quietly. Do 


Heating Contractor: 
Thomas Jj. Douglass & Co 


Crane Fan-Coil units fit the temperature to the 
patient all year ‘round in this 316 bed hospital 


tion. Can be installed either free standing 
(as shown above).or recessed in walls or 
ceilings. 

Crane fan-coils keep costs down. Each 
one operates independently. You can turn 
them off in unoccupied rooms. And because 
expensive ductwork is eliminated, installa- 
tion costs are lower, too. 

Each unit contains a heat transfer coil, 
a motor and two quiet blower fans. They are 
connected to a central boiler and water 
chiller. Use either steam or hot water for 


winter heating . . . chilled water for summer 
cooling. It’s the cleanest comfort there is. 

Lutheran General Hospital is heated by 
two super-efficient Crane 500 H.P. ‘Gyclo- 
therm steam generators that also meet its 
extensive needs for domestic hot water and 
steam for sterilizing. 

For more details on Crane fan-coils and 
other plumbing, heating and air conditioning 
equipment for hospitals, see your architect 
or contractor. Or write Crane Co., Box 780, 
Johnstown, Pennsylvania. 


not interfere with radio or television recep- 
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Basic accounting textbook 


PRINCIPLES OF HOSPITAL ACCOUNTING. 
L. Vann Seawell. Berwyn, 
Physicians’ Record Company, 1960. 
360 pp. $7.50. 


The hospital accounting field, 
like many other specialty areas 
in accounting, has not had many 
available books, except general ac- 
counting books and an occasional 
specialized book. Attempts of the 
American Hospital Association 
manual have been basically to pro- 
vide a degree of uniformity built 
upon the general accounting frame- 
work. 

As a basic accounting textbook, 


- the work breaks somewhat with 


the normal accounting presenta- 
tion, making comparison with other 
books more difficult. In general, 
the approach is more bookkeeping 
than accounting, in that most of 
the effort is expended in telling 
how things are done rather than 
why. The emphasis on purchase of 
merchandise may be questioned as 
applicable to hospitals when addi- 
tional emphasis on adjustments, 
concepts of special journals and 
departmental reports could assist 
hospital accountants and adminis- 
tration. 

In general, however, the author 
has touched upon most hospital 
bookkeeping procedures. This re- 
viewer believes, however, that bet- 
ter judgment could have been ap- 
plied to chapter titles. For example, 
Chapters 2, 7 and 8 appear to have 
“hospital” in their titles solely for 
effect. Another chapter is titled 
“Prepaid Expenses and Revenue,” 
even though application of the lat- 
ter is extremely limited. 

Chapter 5, “Fund and Depart- 
mental Accounting,” deserves sepa- 
rate comment. It is appreciated 
that many hospitals, particularly 
those that are small or without 
special funds, find it confusing, if 
not totally unnecessary, to use 
fund accounting. From this stand- 
point, the author could be excused 


.. from any discussion of the concept. 


Also, since the author defines the 
“highly respected hospital account- 
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book meviews 


ant” as the one who gives rise to 


the ancient story that the “debit 
side is the side next to the win- 
dows,” it could hardly be expected 
that the level of accomplishment 
which he anticipates could achieve 
a thorough understanding of fund 
accounting. Nevertheless, once he 
optimistically assumes a need to 
discuss it in detail, there can be 
no excuse for not becoming fa- 
miliar with the new AHA Chart 
of Accounts, which preceded this 
text in print by at least five 
months. When writing to book- 
keepers, it is poor judgment to pub- 
lish a different chart of accounts 
and different numbers. If the text 
were for experienced accountants, 
the problem would be entirely dif- 
ferent. 

The text will be helpful to the 
untrained bookkeeper, but it is 
recommended that he absorb it 
with the assistance of a corre- 
spondence course and with a more 
comprehensive accounting text as 
a handy reference. Trained ac- 
countants and administrators will 
find nothing of particular assist- 
ance because the author, by intent, 
has written a book for beginners. 
—ELTON TEKOLSTE, executive di- 
rector, Indiana Hospital Associa- 
tion. 


Hospital-labor relations 


Hospital administrators seem to read 
avidly anything that includes labor 
relations in its title. Two recent 
publications, Labor Relations in 
Hospitals and Manual on Funda- 
mentals of Labor Relations for 
Nonprofit Hospitals in New Jersey, 
will be helpful to hospital person- 
nel hoping to gain some knowledge 
of this topic. 

The pamphlet Labor Relations 
in Hospitals is a reprint of two 
papers presented at a labor rela- 
tions institute conducted by the 
Bureau of Hospital Administration 
of the University of Michigan. The 
first paper, by Hyman Parker, is 
directed to Michigan hospitals 
principally, but the paper also con- 
tains a considerable amount. on 
federal statutes. This paper, of 


also: 
Hospital labor relations 


course, will be mainly useful to 
hospital administrators in Michi- 
gan. | 

The second paper, by George 
Odiorne, Ph.D., is directed to hos- 
pital administration from the 
standpoint of sound personnel 
management practices in business. 
The author’s 10 steps will prob- 
ably help any administrator or- 
ganize a better personnel program 
in his hospital. Some of the 10 
principles are rather condensed, 
so will require expansion by ad- 
ministrators hoping to establish 
similar programs. _ 

The pamphlet is available from 
the Bureau of Hospital Adminis-— 


‘tration, University of Michigan, 


Ann Arbor, Mich., for 50 cents, 
payable in advance. 
Manual on Fundamentals of 


. Labor Relations for Nonprofit Hos- 


pitals in New Jersey is a “text- 
book” approach to the problem. Al- 
though this publication is directed 
primarily to New Jersey hospitals, 
it provides general principles that 
hospital administrators elsewhere 
can apply in their own situations. 

The author of the manual also 
reviews a typical hospital-union 
contract and includes a summary 
of the activities of the Permanent 
Administrative Committee now set 
up in New York City to deal with 
hospital-union problems. 

The cost of the manual is $5 and 
it can be obtained from the New 


Jersey Hospital Association, 46 
~ South Clinton Ave., Trenton 9. 


Although many publications will 
provide hospital administrators 
with background information in 
the field of labor relations, few of 
them are directed specifically to- 
ward hospitals. However, if any 
administrator wants a “thumbnail” 
sketch of the field of labor relations, 
these timely publications will 
supply it. E>owarp W. WEIMER, as- 
sociate secretary, Council on Ad- 
ministrative Practice, American 
Hospital Association, 
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| It takes but a few seconds to positively identify your emergency _ 
patient — or any patient — with Ident-A-Band by Hollister. And his — 


Ident-A-Band protects him (and your hospital) throughout his stay. _ 
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Prep-Cards by Hollister 


With a touch of humor, Prep-Cards put your 
patient’s mind at ease . . . before he 
worries needlessly about those mysterious 
tests and procedures. Prep-Cards by 
Hollister prepare the patient by explaining 
what's in store for him in six routine a 
situations. This helps him relax, eae 
promotes his cooperation, makes things 
easier for your staff. Each card is 4 
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personnel changes 


@ James J. Boomgard 4Jr., associate director of Flower 
Hospital, Toledo, Ohio, has been appointed active 
manager of Crestview, a residential development for 


retired persons. A graduate of the University of Chi- — 


cago School of Business, Mr. Boomgard has been 


assistant administrator of Flower Hospital since 1959, 


and this year was named associate director. 


@ George B. Caldwell has recently assumed the position 
of administrator of the Lake Forest (Ill.) Hospital. 
He formerly held the position of associate director of 
the Rockford (Ill.) Memorial Hospital. A graduate of 
Cornell College, Mt. Vernon, Iowa, he holds a master’s 
degree in hospital administration from the State Uni- 
versity of Iowa, Iowa City. 


MR. BOOMGARD MR. CALDWELL MR. DUNN 


‘@ Melvin H. Dunn has been appointed director and a 
member of the board of trustees of The Woman’s Hos- 
pital, Las Vegas, Nev. Mr. Dunn has been in the hos- 

pital administration field since 1946 and formerly 
- served as assistant superintendent of St. Luke’s Hos- 
pital, Kansas City, Mo. 


@ Colin W. Griffiths has been appointed assistant ad-- 


ministrator of the Cape Cod Hospital, Hyannis, Mass. 
Formerly administrator of the Marshall Hospital, 
Placerville, Calif., Mr. Griffiths holds a certificate in 
Medical Care Administration from the University of 
California. 


MR. GRIFFITHS MR. HARVEY MR. HERHOLD 


@ James D. Harvey, assistant administrator of Hillcrest 
Medical Center, Tulsa, Okla., has been appointed ad- 
-ministrator to succeed Bryce L. Twitty, who died re- 
cently. Mr. Harvey holds a master’s degree in hospital 
administration from the University of Minnesota, and 
is president of the Tulsa Hospital Council and treas- 
urer of the Oklahoma Hospital Association. 
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@ Wayne H. Herhold has been appointed associate 


_ director of the Rockford (Ill.) Memorial Hospital. He 


was formerly assistant director of the William Beau- 
mont Hospital, Royal Oak, Mich. Mr. Herhold has a 
master’s degree in hospital administration from the 
University of Michigan. For the past year has served 
on the public relations committee of the Michigan 
Hospital Association and the Detroit Area Hospital 
Council. 


@ Hy Jampol is the newly appointed administrator of 
Westside Hospital, Los Angeles. Mr. Jampol holds a 
bachelor of science degree from U.C.L.A. and a 
master of science degree from Stanford University. 


@ Charlies D. Jenkins, previously administrator of 
Whitesburg (Ky.) Memorial Hospital, is the new ad- 
ministrator of Montgomery General Hospital, Olney, 
Md. Mr. Jenkins received a master’s degree in hospi- 
tal administration from the Medical College of 
Virginia. 


@ C. L. Johnson, administrator of the Grady Memorial 
Hospital, Chickasha, Okla., has been named associate 
director of the Oklahoma Hospital Association effec- 
tive July 15. Mr. Johnson served as administrator of 
the Beaver County (Okla.) Memorial Hospital, and 
the McAlester (Okla.) General Hospital. He replaces 
Vv. G. Edmondson, who recently resigned to accept a 


teaching position at the Arizona State University. 


@ Harold E. Josehart, who has been at Butterworth Hos- 
pital, Grand Rapids, Mich.; for the last year as a 
resident in hospital administration, has been ap- 
pointed assistant director of that hospital. A graduate 
of the University of Michigan School of Business Ad- 
ministration, he later was an administrative assistant 
in the School of Nursing at St. Luke’s Hospital, Chi- 
cago. 


@ Bob Stevenson has been named associate director of © 


the Medical Arts Hospital, Houston, Tex. Formerly a 
business manager at the Methodist | 
Hospital, Houston, and at All Saints 
Episcopal Hospital, Fort Worth, 
Mr. Stevenson served as assistant 
administrator at the Pasadena 
(Tex.) General Hospital. 


@ Charles S. Wisneski, a graduate of 
the United States National Medical 
Center School of Hospital Admin- 
istration, Bethesda, Md., has been 
appointed to the position of assist- 
ant administrator of Saint Mary’s 
Hospital, Grand Rapids, Mich. Mr. Wisnoski retired 
from the United States Air Force in 1960 after a 
career in which he served in many phases of hospital 
administration. 


MR. STEVENSO 
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of stainless steel . . . and each is made for 
the autoclave. You have absolute sanita- 
tion without worry — for stainless steel is 
a scratch-resistant material that does Eins 
not soften, or become brittle, or deterior- he 
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ADAPTING 
DIETARY FACILITIES 
TO PROGRESSIVE 
PATIENT CARE 


by JULIA ERWIN 


ROGRESSIVE PATIENT care has 
been in effect at Grant Hospi- 
tal, Chicago, since July 9, 1959. 
Three elements of this new con- 


cept of patient care are included: | 


(1) intensive care, (2) intermedi- 
ate care and (3) ambulatory care 
(self-care). Plans for the physical 
expansion of the hospital include 
incorporation of a fourth phase: 
the continuing care or long-term 
care unit. | 

How the dietary department has 
adapted food service to this new 
concept of patient care is the sub- 
ject of this report. In brief, the 
plan was to utilize existing dietary 


services in the intensive and inter- 


mediate care units and to provide 
cafeteria services in the ambula- 
tory care unit. 

Grant Hospital has a record of 
almost 80 years of service in the 


Julia Erwin is executive dietitian at 
Grant Hospital, Chicago. 
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God and didkebics | 


AFETERIA for the ambulatory unit at Grant Hospital. < 
Shown left to right are the dietary department employee who serves 


the food, the nurse in charge of the ambulatory care unit 
and a patient selecting her meal. 


_ The author discusses dietary man- 


agement under the system of progres- 
sive patient care which has been in 
operation at Grant Hospital, Chicago, 
for the past two years. The cafeteria 
for ambulatory patients established at 
that time was the greatest change from 
earlier hospital food service, according 
to Mrs. Erwin. 


Lincoln Park area on the north side 
of Chicago. Established in 1883 as 
the German Hospital, it has grown 
from a 13-bed hospital to its pres- 
ent capacity of 260 beds and 32 
bassinets. This has been made pos- 
sible by building programs through 
the years. A new building is now 


under construction which will in- 


crease the capacity to 340 beds and 
which will include a unit for con- 
tinuing or long-term care. 

Of the total number of 260 beds, 
18 beds are in the intensive care 
unit, and 16 beds are in the ambu- 
latory unit. The majority of beds 
(226) may be classified as inter- 
mediate care, or furnishing the 


conventional type of hospital care. 
Extensive remodeling on the third 
floor of the hospital, completed two 
years ago, converted existing fa- 
cilities into intensive care and 
ambulatory care units. At one end 


_of this floor, an intensive care unit 


provides care in three 6-bed wards. 
At the end of the other wing, a 
section has been equipped for 16 
ambulatory patients. Here, hotel- 
type furniture provides a cheerful 
note, and a lounge equipped with a 
television set, a library and access 
to occupational therapy provide 
recreation to fit individual tastes. 
Dietary service in the hospital is 
provided by a staff of 52, including 
a chief dietitian, an assistant ad- 
ministrative dietitian, two thera- 
peutic dietitians and a staff assist- 
ant who serves as a food service 
supervisor. Food for the general, 
liquid and soft diets and for the 
employees’ cafeteria is prepared in 
the main kitchen under a decen- 
tralized food service. Food is trans- 
ported in bulk from this main 
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(LEFT) At any hour of the day or night, patients in the ambulato 


care unit can help themselves to snacks from this refrigerator in the 
cafeteria-lounge. (RIGHT) Food service in intermediate care unit at 
Grant Hospital. The day before this meal was served, the patient 
checked her food choices on the selective menu shown on the tray. 


kitchen to floor pantries on each 
floor of the hospital and to the 
employees’ cafeteria and the cafe- 
teria for ambulatory patients. In 
the floor pantry, the trays are as- 
sembled and supplied with cold 
food items by the dietary tray girl. 
Hot foods are added by the nurse 
in charge, and the completed trays 
are given to patients by nurse 
aides. Food for all modified diets is 
prepared in a diet kitchen under a 
centralized tray service. Food is 
prepared here, assembled on trays 
under the supervision of the die- 
titian and transported by dumb- 
waiter to the various floors of the 
hospital. The trays are distributed 
to patients by nurse aides. 

Future plans include converting 
food service in the main kitchen 
to a centralized tray service with 
mobile equipment for tray as- 
sembly and with carts which will 
keep both hot and cold foods at 
proper temperatures, to be used in 
transporting the trays. This system 
is expected to result in improved 
food service’ Also, although the 
initial cost will be large, savings 
will result through elimination of 
dietary personnel in floor pantries 
where trays for general and soft 
diets are now assembled. Difficul- 
ties of supervising dietary em- 
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ployees scattered. through the hos- 
pital will also be minimized by 
this system. 

In addition to its service for in- 
patients, the dietary department 
also serves the hospital and the 
community by means of a weekly 
nutrition clinic in the outpatient 
department. Here patients are re- 
ferred by their physicians for 
instruction in modified diets. 


The dietary department is avail- 
able on an on-call basis to serve 
the dietary needs of the critically 
ill patients in the intensive care 
unit. This system is basically no 
different than when critically ill 
patients were located throughout 
the hospital. The majority of calls 
in this unit are for tube feedings, 
intravenous feedings, and liquid, 
modified and soft diets. The trays 
for the soft diets are served from 
the floor pantry, and trays for other 
modified diets are received from 
the diet kitchen. Since these pa- 
tients must have a minimum of 
disturbance, the dietitian fills in 
their menus and discusses dietary 
problems and food preferences 
with the nurse. | 

One special feature of the in- 
tensive care unit is the provision of 


limited facilities for food storage 
and preparation. In the nursing 
unit is a refrigerator for keeping 
perishable foods on hand, should 
the patients require them. Food 
supplies, including juices, milk, 
ginger ale, custard, gelatin desserts, 
tea, coffee and bouillon are avail- 
able. A hot plate for preparing hot 
beverages is close to patient rooms. 
Upon request, the diet kitchen will 
immediately provide the intensive 
care unit with anything else that 
is needed. | 

INTERMEDIATE CARE 


Dietary services in the inter- 
mediate care unit are of the stand- 
ard hospital type, with trays served 
to the patients in their rooms, | 

On their first day in the hospital, 
patients are given foods from the 
floor menu for regular and soft 
diets. As soon as possible they are 
given their choice of foods in the 
selective menus used for both gen- 
eral and modified diets. Four selec- 
tive menus are provided each day, 
color-coded to show the type— 
yellow for general diets, blue for 
soft diets, green for diabetic or 
calorie-controlled diets, and white 
menus for any other modified diets. 
One three-week selective cycle 
menu is used for spring and sum- 
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mer months, and another three- 
week cycle menu is used for fall 
and winter. Modifications are made 
in these menus as dictated by the 
availability of fresh fruits and 
vegetables and by seasonal prefer- 
ences. 

Modified diets are ordered by the 
patients’ physicians. Selective 
menus for these diets have been 
introduced during the past year 
and have proved easier to admin- 
ister than was first anticipated. On 
her first visit to the patient with 


a modified diet, the therapeutic © 


dietitian instructs him in his diet 
and gives him a printed copy of 
diet instructions. For the first few 
days of his hospital stay, she con- 
tinues to help him with his menu 
choices. By the time he is dis- 
charged, the average patient has 
a thorough knowledge of his diet. 

Since Grant Hospital has a 
school of nursing, student nurses 
are taken on these rounds with the 
dietitian as part of their dietary 
experience. 

Patients on soft and regular diets 


normally receive help in selecting - 


menus from a dietary clerk who 


has been trained in the basics of 
good nutrition. In special or prob- 
lem cases the dietitian will contact 
the patient and correct the situa- 
tion. 

The dietary clerk also tallies the 
different types of food requested 
by the patients: and prepares sum- 
mary sheets to inform chefs and 
cooks how many servings of each 
type of food will be required the 
next day. 

The meal hours are staggered so 
that the modified diet trays and the 
soft and regular trays are not dis- 
tributed at the same time. Patients 
who have to be fed by the nurse 
are served last, so that nursing per- 
sonnel can give their unhurried at- 
tention to those who have feeding 
problems. 


AMBULATORY CARE 


Patients are assigned to the am- 
bulatory care unit by their physi- 
cians. Some of these patients are 
recovering from long illnesses, and 
in their physicians’ judgment need 
this transition from the conven- 
tional type of hospital care before 


discharge. Other patients are in 
this unit while they are undergo- 
ing diagnostic tests. A nurse is on 
duty at all times in this unit. The 
charge in this self-care unit is 
lower than in most other sections 
of the hospital; in general, it is 
approximately three-fourths the 
charge for a double-bed room un- 
der intermediate care. 

Of the three elements of pro- 


gressive patient care, this unit re- — 


quired the most study and planning 
to provide centralized dining fa- 
cilities for the patients. An area 
which had previously been two 
rooms for patients was converted 
into a combination lounge and 
cafeteria. In addition to dining 
tables and chairs to seat 16 pa- 
tients, this room contains a re- 
frigerator, toaster, a four-burner 
hot plate and two mobile stainless 
steel food serving units. One of 
these food serving units has a 
section for salads, and an electri- 
cally heated compartment for 
keeping foods hot. The other unit 
is used for trays, napkins, cups 
and saucers, etc. Rails for holding 
trays can be lowered after meals. 
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These two food serving units were 
especially designed for Grant Hos- 
pital, and can be moved as needed 
to allow more room for lounging 
and recreation. 

The availability of food 24 hours 
a day is one of the features of food 
service in this section. The refrig- 
erator is always well stocked with 
foods that patients on both regular 
and modified diets can have for 
between-meal snacks. The tray girl 
in this unit has been trained in 
modified diets, and can assist pa- 
tients on such diets in selecting 
snacks. 

Patients maintain their own 
schedules in the ambulatory care 
unit, and consequently are not 
subject to the rising and meal 
hours kept in other areas of the 
hospital. Breakfast service begins 
at 8:30 a.m., lunch at 12:30 p.m. 
and dinner at 5:30 p.m. 

Food for the cafeteria is picked 
up in bulk from the main kitchen 
and the diet kitchen by the tray 
girl assigned to this unit. At meal- 
time, the patients come to the cafe- 
teria and choose from the same 
variety of foods offered on the 
regular and soft selective menus. 
Those patients on modified diets 
have gone over their menus the day 
before with the dietitian. This pro- 
cedure allows plenty of time to 
discuss the selection of foods be- 
fore the meal service, and speeds 
up the tray line. The freedom al- 
lowed patients in the ambulatory 
care unit does not permit grouping 
patients on modified diets at serv- 
ing time. 

A unique feature of this unit is 
that it provides the opportunity for 
teaching of patients and adjust- 
ment necessary to bridge the gap 
between hospital care and home. A 
dietitian is present at each meal to 
supervise the food service and to 
aid all patients in choosing their 
foods wisely. Food is freely avail- 
able to them for snacks as it will 
be after their discharge from the 
hospital. Patients can learn to ex- 
ercise the necessary control of ap- 
petite and to mr" dietary instruc- 
tions. 


Patients in the unit for long- 
term care in the building under 
construction will be chronically ill 
persons, many of whom will be 
aged. Dietary services for these pa- 


tients will require a dining room 


with pedestal-type dining tables 
which can be used by patients in 
wheel chairs. Trays will be taken 
to the bedside when necessary. 
Even more effort will be devoted 
to catering to the food preferences 
of these patients than in other units 
of progressive patient care. The pa- 
tient under long-term care often is 
undernourished and has a poor 
appetite. A small kitchen will be 
provided for between-meal re- 
quests for nourishments. 


The dietary department of Grant 
Hospital has had relatively few 
problems as a result of initiating a 


system of progressive patient care 
for these reasons: 

1. Available information on this 
subject and its operation in other 
hospitals was studied before plans © 
were made. 

2. As many existing services, fa- 
cilities, procedures and equipment 
as possible were adapted to meet 
the dietary needs of the new sys- 
tem. 

3. All hospital departments con- 
cerned have cooperated to the full- 
est extent. bad 
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NOTES AND COMMENT 


Menu favorites from Georgia hospital 


Specialties of food service at the Battey State Hospital, Rome, Ga., have 
been furnished by Miss Nell Wier, director of food service, along with the 
fall cycle menus beginning on page 82. Included with these specialties are 
the regional favorites—Baked Eggplant or Squash and Butterscotch Pecan 


Cream Pie. 


Here are the recipes for these menu items: 


BUTTERSCOTCH PECAN CREAM PIE 
(18, 10-in. pies) 


Ib. 14 oz. nonfat dried milk 


mo 


thsp. vanilla extract 
Ib. 4 oz. broken pecan meats 


1. Mix dry ingredients together 
in steam pot, bain-marie pan or 
top of double boiler. 

2. Add water and cook until 
thickened. Add margarine. 

3. Beat egg yolks and add slowly 
to hot mixture, beating well. Cook 
several minutes longer. 

4. Cool, and add vanilla and pe- 
can meats. Ladle into baked pie 
shells. 

5. Top with whipped cream or 
meringue. 

BAKED EGGPLANT OR SQUASH 
(100 servings) 
1 gal. cooked eggplant or squash 


1% tbsp. sugar 
Grated onion, to taste 


4 tbsp. baking powder | 
1. Soak bread crumbs in the 


milk. 


2. Combine the mashed vegeta- 
ble with softened bread crumbs, 
eggs, melted fat (chicken fat or 
margarine), salt, sugar and grated 
onion. 

3. Add baking 

4. Pour in two greased pans, 
20% x 12% x 2 in., and bake in a 
325° F. oven for 45 minutes. 

5. Buttered crumbs may be add- 
ed to the top. 


(50 servings) 


lbs. grated American cheese 
ce. fine bread crumbs 


1. Mix first seven items. 
2. Form into 242-o0z. croquettes. 
3. Roll in bread crumbs and dip 
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cornstarc 
dark brown sugar 
margarine 
olks 
; CHEESE RICE CROQUETTES 
3 
4 qts. cooked rice 
1% 
| 8 eggs, beaten 
1 tbsp. salt 
tsp. pepper 
2 thsp. Worcestershire sauce 
PLANS FOR LONG-TERM CARE 1 qt. fine bread crumbs 
2 qts. bread crumbs 4 eggs, beaten 
| 2 qts. milk 4 «. cold water 
12 eggs 
1 qt. chicken fat or 1 lb. margarine 
(melted) 
2 thsp. salt 
80 
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in mixture of four eggs and water. 
4. Roll in crumbs again. Fry in 


deep fat. 


ec. baking powder 

4 tsp. salt 

3 milk 

4 ec. rolled oats 
Topping 

4 brown sugar 

2 c. shredded coconut 
1 margarine 


1. Beat margarine and sugar un- 
til creamy. 


2. Add eggs; beat until light and 
fluffy. 

3. Sift together flour, 
powder and salt. 

4. Add alternately with milk to 
creamed mixture. Stir until well 
blended. 

5. Stir in oats. 

6. Pour into two greased and 
floured pans, 17% x 25%4 x 1 in. 
Bake in preheated 350° F. oven 25 
to 30 minutes. 

7. For topping, mix ingredients 
together and sprinkle on baked 
coffee cakes. Broil about 1 minute. 


baking 


CATMEAL BARS 
(100 servings) 


1 lb. 10 oz. shortening 
2 lbs. 12 oz. brown sugar 


1. Cream shortening and sugar 
in mixer; add eggs. 

2. Add flour, oatmeal, salt and 
soda. 

3. Mix in nuts, raisins, vanil 
and milk. 

4. Pat out mixture %-in. thick 
in two greased pans, 17% x 25% x > 
1 in. 

5. Bake 45 minutes at 325° F. 

6. Cut in bars (50 per pan). 
Dust with powdered sugar. = 


Fall Cycle Menu 


HE 21-pay selective fall cycle 

menu and market orders for 
perishables are designed for hos- 
pitals in the South-Southwest. 
These menus, which may be used 
during September, October and 
November, feature foods popular 
in the southern and southwestern 
sections of the United States. 

The menus in this issue are the 
second in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for 
Midwest hospitals were included in 


the July 1 HOSPITALS, JOURNAL OF 


THE AMERICAN HOSPITAL ASSOCIA- 
TION. The fall menus for hospitals 
in the East and North-Northwest 
will be published in the August 1 
and 16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 


keeping the menu and food pro- 


duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 
‘This cycle menu features a 
choice of entree, vegetable, salad 


- and dessert on the noon and night 


menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the full 
or normal diets, while those la- 
beled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 


item can be served on both the 


full and soft diets. 
In adapting items marked (S) 


The summer cycle menus, published 
in the April and May issues of this 
Journal, may be used during July. The 
Midwest and South-Southwest cycle 
menus were included in the April 1 
and 16 issues, respectively. The May 
1 and 16 issues featured summer 
menus for the East and North-North- 


west, respectively. 


for use on modified diets, it should 
be noted that certain items will 


need sodium or fat restriction dur- 


ing preparation, if they are to be 
served to patients on sodium.or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. © 


The market order for perish- 


for the South-Southwest 


ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen . 
fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard is available upon 
request from the American Hospi- 
tal Association, 840 North Lake 
Shore Drive, Chicago 11, Il. 


2 eggs 
2 ibs. flour 
1% Ibs. oatmeal 
1 tbsp. salt 
COFFEE CAKE 3 tbsp. soda 
van 
4 margarine 3% milk 
8 c. sugar 
| 16 eggs 
8 c. flour (sifted) 
=== 
= 


= 


aw 


ag! 
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Ist WEEK SOUTH-SOUTHWEST SELECTIVE FALL CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Nell Wier, Director of Food Service 
Battey State Hospital, Rome, Ga. 


breakfast noon night 
Grapefruit Half (F) Tomato Juice Cream of Mushroom Soup with Crackers 

or Apple Juice (S) Baked Ham with Fruit Sauce (F) Tuna Fish Salad on Lettuce with Pickle Slices (F) 
Oatmeal or Oven ked Beef Patties (S) or Roast Leg of Veal with Dressing and Gravy (S) 


or Corn 
Scrambled 
Sliced Ba 


Sweet Potato Souffle with Marshmallows 
Ten Minute Cabbage (F) or Buttered E 
and American Cheese 


sh Peas (s) 


Potato Chips 
Buttered Asparagus with Chopped Pimento (FS) 
or Yellow Squash Souffle 


Toast and jelly -Carrot Sticks Molded Fruit in Red Gelatin oe 
Chocolate Ice oan (FS) or Fruit Cup or Tomato and Lettuce S 
Prune Tapioca Pudding Tokay 
Pineapple Juice (FS) Beef Bouillon and Croutons Blended Jui 
or Stewed Fried Chicken (F) or Roast Leg of Lamb with Mint Jelly (S) Oven Cooked | Liver (S) with Onion Rings (F) 
Dried Fruit Rice with Creamed Gravy (FS) Cheese Omelet with Sprig of Parsley 
Cooked Wheat Cereal String Beans Cooked with Ham Hock (F) Scalloped Po Potatoes (FS) 
or Ready-to-eat or Parsley Buttered — (Ss Hot Spiced 
Rice Cereal Mixed Fruit Salad with W veg ream Dr or Stewed Tomatoes 
Poached Egg or Sliced Cucumbers sal! aes) in Fs ‘with Tomato Wedge Waldorf Salad or Head Lettuce with Thousand Island Dressing 
Raisin Toast and Pecan Pie (F) or Bartlett Pears (S Jelly Roll (FS) or Baked Custard 
Strawberry Preserves 


or Ready-t 
Wheat 


Rice with Gravy 


Creamed or English Peas with Mushrooms (S) 


Kadota Figs (F) Lemonade Cream of Pea Sou 
or Tomato Juice (S) Barbecued Frankfurter on Roll with Pickle Relish (F) Shrimp + (en or Roast Beef Au Jus (S) 
Cooked Whole or Creamed Chicken on Toast (S) Buttered Rice (FS) 
Cereal or Sugar Baked Beans (F) or Baked Idaho Potato (S) Julienne Green Beans (FS) 
Coated Cerea with Lemon (FS) or Buttered Brussels Sprouts or Mexican Whole Kernel Corn 
Scrambled Eggs a Peach Half with Cottage Cheese Sal Molded Pears in Lime Gelatin Salad or Assorted Relishes 
© Sliced Bacon or Tossed Green Salad with Oil and Vinegar Dressing Royal Anne Cherries (FS) 
= Toast and Jelly Marble Cake (FS) or Cantaloupe Wedge or Strawberry Shortcake with Whipped Topping 
Blended Juice (FS) Beef Nood ony Chilled Fruit wen 
or Applesauce Grilled eto rk Loin Ba? er Broiled Chicken Livers (S) Smothered nm » aoety (F) or Braised Veal Cubes (S) 
Grits or Puffed Rice with Tomato Gravy (FS) Mashed Pota FS) 
Wheat Cereal English Peas in Cream Sauce (FS at se par Au Gratin Broccoli with MMollandsise Sauce a, 
Fried Egg and Grapefruit- ae ey Cherry-Ce lad with Mayonnaise or Baked ons with Apple Slices (S) 
Sausage Patty or Beet and Sliced Onion Sa Spiced Peach or Mixed Salad Greens Garlic Dressing 
Hot Biscuit and Jelly ka Dot Pudding (F) or Canned Peeled Apricot Halves (S) Apple Pie (F) 
or Gelatin Cubes with Custard (S) 
Orange Juice (FS) Cream Mixed Vegetable Juice 
or Fresh P Fried walter with > Tarte r Sauce (F) Shepherd's Pie with Brown Gravy ( 
Cooked Wheat Cereal or Baked Chicken (S) or Oyster Stew with Oysterettes (S) 
or Ready-to-eat Potatoes in Cream Sauce (FS) Buttered Baby Lima Beans (FS) or Baked Acorn (S) 
« Bran Cereal Turnip Greens and Cornbread (F) or Buttered Wax Beans (S) Kadota Figs Stuffed with Cream Cheese and Nut Sa 
E | Scrambled Eggs with Golden Glow Salad or Cole Slaw or Celery Curls, Pickles and Olives 
Cheese Cherry Pudding with Cherry Sauce (FS) or Fresh Fruit Cup Tutti Frutti Cup Cakes (F) or Pear Half in Syrup (S) 
Toast with Jelly 
Stewed Dried A Cream of Potato Soup Gumbo Soup 
and Apples ( Baked Fresh Pork Ham (F) or Macaroni with Cheese (S) Beef Stew with Vegetables (F) or Baked Lamb Patties (S) 
or Grapefruit Rice with Gravy (FS) French Fried Potatoes 
Juice (S) Field Peas with Snaps and Cornbread (F) Buttered Mixed Greens © - Buttered Asparagus Tips (S) 
Cooked Whole Wheat or Harvard Beets (S) wns -_ Corn Flake Sa 
| Sliced Orange and = Salad with French Dressing d Boiled Egg Saled with Celery Seed Mayonnaise 
or Ready-to-eat er Tomato and L lad Purple F Plum Cobbler (F) or Peppermint Ice Cream (S) 
Whole Apple — with Hard Sauce (FS) 
Cereal or Sherry Floating Island 
Sliced Bacon 
Cinnamon Bun 
Toast with Jelly 
Sliced Orange (F) Cronbarry Juice Cocktail Soup with 
or Roasted Tom Turkey with Cornbread Dressing and Gravy and Cuts with 
Cooked Whea Cranberry Sauce or Broiled Minute Steak or Cream on Toast (S) 


Baked Idaho 


Stewed Tomatoes or Pa Carrots (S) 


Cerea Frozen Fruit Salad with Mayonnaise Spiced Seckel Pear- Spiced pram : 
Soft Pee Eggs with or Tomato c Salad with Mayonnaise or Shredded Lettuce with with Bleu ¢: oo ye 
Canadian Bacon Boston Cream FS) or Ambrosia with Cookies Whole Peeled Apricots in Syrup (FS) 
Toast with Jelly or Lemon Fluff with Whipped opping 
(F}-—Full Diet (S}—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings 


BEEF 
Beef, Dried Good 2 Ibs. 
nd Beef U. S. Good, 5 ib. pkg. 5 Ibs. 
Steer, sliced 15 Ibs. 
Round (Top, Boneless) U. S$. Good 7 Ibs. 
Steaks, Cubed U. S. Choice, 
4 oz. each 10 Ibs. 
Steaks, Round U. S. Choice, 
4 oz. each 15 Ibs. 
Stew U. S. Good 30 Ibs. 
LAMB 
ae U. S. Good 5 ibs. 
Leg (B.R.T.) U. S. Choice, yearling 7 ibs. 
PORK 
Bacon 6 Ibs. 
Bacon (Sliced 24-26-1 tb. 15 Ibs. 
Ham, Fresh (B.R.T.) Grade A 34 Ibs. 
(Pullman) Ready-to-eat 34 ibs. 
Grade A, 10-12 ibs. 34 Ibs. 
Chel Lean, 15 Ibs. 
PREPARED MEATS 
Frankfurters 10-1 Ib. 20 ibs. 
Assorted Cold 8 Ibs. 
VEAL 
Leg (B.R.T.) U. S. Good 7 ibs. 


Shoulder (Boneless) U.S. Good 


FISH 

Standards 

mp 26-28 ib. 
Whiting 

POULTRY 
Fowl (Eviscerated) Grade A, 4,4 
Turkeys (Eviscerated) Grade 20- 
Fryers (Eviscerated) Grade A, i Wb 
Livers, Chicken 1 Ib. pkg. 
FRESH FRUITS 
A Jonathan, 113s 
Cantalou Crate, 45s 
Grapes Tokay 
Lemons 
PRESH VEGETABLES 

Parsley Bunch’ 


2 


item, Specifications, Amounts & No. of Servings 
7 Ibs. 20 | Pepper, Green 10 
Potatoes, Ham 50 lbs. 
Potatoes, White Bag No. 1 300 ibs. 
1 20 | Radishes Bunch 1 doz. 
12 60 | Romaine 
Ibs. 100 | Tomatoes Repacked (5x6) 15 Ibs. 
FROZEN FRUITS 
wv. Grapefruit Juice Con., 32 oz. can 1 can 
90 ibs. 120 | Grapefruit Sections Fresh, chilled, 1% gal 
5 ibs. Orange Juice n., 32 oz. can cans 
Grepeivult Sections Fresh, chilled, gal. 3 gal. 
Strawberries Sliced, 8 Ib. can, 1 can 
% box 5-1 sugar 
50 Ibs. 
pears,.2% Ib. 12% ibs. 75 
10 doz. Beans, Lima Small, 
Beans, Wax cuts 244 pkg. Ibs. is 
Broccoli Stems and 
; 2% ib. pkg. 10 60 
28 Ibs. Brussels Sprouts 2% Ib. Ke. 2% 15 
33 Ibs. Cauliflower Buds, 2% b. pkg. 2% Ibs. 15 
1 doz. stalks} Greens, Mixed 2% Ib. pkg. 60 
1 crate Spinach Chopped, 2% |b. pkg. 15 tbs. 90 
50 Ibs. Fm Winter 1 Ib. p 4ibs. 15 
1 doz. Turnip Greens 2% ib. pkg. 15 lbs. 90 
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PORTION 
CONTROL... 


its economies are directly 
related to your selection of 

the right utensils. 

No other manufacturer in the 
institutional cooking utensil field 
can match the wide range of 
sizes, styles, shapes and finishes 
available to you in... 

Wear-Ever Aluminum. 


Be sure to insist 
on this famous trade- 


mark of quality on ALUMINUM 
the utensils you buy. 


| WEAR-EVE 


WEAR-EVER ALUMINUM, INC. 
WEAR-EVER BUILDING, NEW KENSINGTON, 


pacities, no. of servings 
(in ozs.) for most com- 
monly used utensils. Free! 
Send for your copy today. 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE FALL CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Nell Wier, Director of Food Service 
Battey State Hospital, Rome, Ga. 


or Stewed Prunes 


breakfast noon night 
Cream of Tomato Soup Mixed Fruit Cup 
ce (FS) Meat Loaf with Leg Gravy (FS) or Cheese-Rice Croquettes Grilled Cunndion Bacon (F) or Spanish Omelet (S) 
on “Cantaloupe Wedge | Pimento Potatoes (FS) Grits with Butter (FS) 
Ited Wheat Cereal Fried Okra (F) or Buttered String Beans (S) Scalloped Apple Slices (FS) or Buttered Brussels Sprouts 
or Ready-to-eat Grapefruit and Avocado Pear Salad with Mayonnaise Grated Carrot and Raisin Salad 
Rice Cereal or Wilted Lettuce or Head Lettuce with Russian Dressin 
Hot Cakes with Banana Nut Bread with Pineapple Cream Cheese (F) Lemen Sherbet (FS) or Frosted Oatmeal Bars 
Maple Syrup or Sliced Canned Peaches (S) 
Sausage Patty 
Rhubarb Sauce (F) Ne cody Jui Chicken Broth with Rice and Crackers 
er Tomato Juice (S) Grilled Pork Chops (F) with S yas Applesauce Roast Lamb Shoulder with Gravy (FS) 
Cooked Wheat Cereal or Broiled Chicken Livers or Tuna and Noodle Casserole 
or Puffed Wheat Spoon Bread (FS Parsley Buttered Potatoes (FS) 
Cereal Stewed Squash (FS) or og Creole Eggplant or Buttered Sliced Beets (S) 
Scrambled Eggs Molded Cranberry Salad or with French nee Ee Apricot and Bing Cherry Salad 
Sliced Bacon Soft Custard with Whipped wf meh (FS) or Perfection Salad with Mayonnaise 
Raisin Toast with or Grapefruit Half Peach Cobbler (F) er Royal Anne Cherries (S) 
Orange Marmalade 
Sliced Bananas (FS) Tomato-Okra Soup Beef Bouillon with Barley 
or Orange Juice Stewed Chicken ond al ton (FS) or es) Pot Pie Italian Spaghetti with Meat Sauce, Parmesan Cheese (F) 
Cooked Whole Wheat Turnip Greens (F) or Buttered Asparagus (S or Goldenrod on Rusk (S)" 
Cereal or Corn Flakes | Cranberry-Orange Relish or Deviled Egg sled Baked idaho Pota dy 
Baked Apple CF) Peeled Peeled (S) Green Beans (S) with Almonds (F) 
Toast with er Butterscotch ng with Whipped Topping or Buttered Whole Kernel Corn 
Spiced Crab Apple Salad 
er Tossed Green Salad with F icing (FS 
Devil's Food Cake with Seven Minute Icing (FS) 
or Purple Plums 
Sliced Orange (F) Cream of — Pink Lemonade 
or Apple Juice (S) Boiled Corned F) a Hot Sliced Turkey Sandwich (S) Broiled Loin Lamb Chop - Mint Jelly (FS) 
Oatmeal Buttered Boiled Potatoes (FS) or Braised Short Ribs of Beef 
or Ready-to-eat Ten Minute Cabbage and Corn Bread (F) Spanish Rice (F) or Creamed Rice (S) 
Rice Cereal or Buttered Carrots (S) Buttered Kale (F) or Tomato Pures with Toast Cubes (S) 
Fried Eee Citrus Pin Wheel Salad Apple, Manenal and Carrot Salad 
Toast Jelly or Red ct ai ye Relish a Celery Sticks or Marinated String Bean Salad 
Gingerbread th Applesauce (FS) Coconut Cream Pie (F) or Canned Whole Peeled Apricots (S) 
or Canned Fruit Cocktail 
Prune Juice with Manhattan Clam Chowder Tomato Juice 
Lemon Slice (S) Salmon Croquettes with Catsup (F) Rolled Veal Roast with Gravy (S) on Corn Bread Dressing (F) 
or Grapefruit or Grilled Minute Steak (S) or Oven Cooked Crab Cakes with Tartar Sauce 
= Sections (F) Scalloped Potatoes (FS) Sweet Potato Souffle (FS) 
i Black-eyed Peas se or English Peas and Carrots (S) Buttered Mixed Vegetables ) 
£ or Raisin Bran hes alad with Mayonnaise or Spinach with Chopped Egg (S) 
Scrambled Eggs with and Crushed Pinea Salad Prune a with Yellow Cheese Sa 
Link Sausage Lime Sherbet (FS) or ut Cake with Car Icing or Beet and Onion Salad 
Hot Biscuit and Honey Conned Peach Half (FS) er Lemon Cream Rice Pudding 
Biended Juice (FS) French Onion Soup with Croutons Vegetable Soup with Wheat Crackers 


Boiled feaniiatter with Roll aD and Mustard (F) 


Smothered Liver in Gravy (FS) 
Barbecue Pork Shoulder on Bun 


and Apricots or Chicken a la King on Toast or Chop 
Cooked Wheat Cereai Baked Spaghetti with Tomato hog (FS) Hot f Potato Salad (F) 
or Sugar Coated Sauerkraut (F) or Glazed Carrots (S) or Creamed Potatoes (S) 
Cereal Bartlett Pear Half with Cottage Cheese Salad Baked Stuffed Acorn Squash (FS) 
Soft Cooked Egg and or Tossed Green Salad with French Dressi a Peach or Tomato and Lettuce Salad 
Sliced Bacon Raspberry Bavarian Cream (FS) or Delicious le Upside Down Cake (F) 
Blueberry Muffins Flavored Baked Custard (S) 
with Jelly 
a Juice (FS) Cream of Mushroom Soup with Crackers 
— oast Beef with with Geavy (FS) or Fried Chicken with Gravy Baked Ham with Swiss Cheese on Rye Bread (F) 
Cooked Wheat Cereal Seaaiel Rice (FS) or Welsh Rarebit on Toast with Crumbled Bacon (S) 
= or Corn Flakes Buttered Broccoli (F) or Buttered Asparagus Sth Oven Browned Potatoes (FS) 
Scrambled Eggs with Gingerale Gelatin Salad or Head Lettuce Island Dressing Broiled Tomato (F) or Buttered Julienne Green Beans (S) 
Ham Bits Lemon Meringue Pie (F) or Bing Pitted Cherries (S Shredded Lettuce with Mayonnaise 
5 Toast with Apple Butter or Sliced Dill Pickle and Olives 
Vanilla Ice Cream ropes with Toasted Benne (Sesame) Seeds (F) 
Without Seeds for 
or Frozen ar with Sliced Bananas 
(F}—Full Diet (S}—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each ‘meal. 
oe Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
Brisket Corned Leg (B.R.T.) U. S. Good 20 Ibs. 60 Bag No. 1 300 ibs. 
a (Boneless Good 
Ground U. S. Good, 5 ib. pkg. 35 Ibs. FISH Radishes Bunch 1 doz. 
(BRT) U.S. Choi wet Squash, 30 
rioin ce ’ 
s. Good 30 ibs. 60 POULTRY omatoes Repacked (5 x 6) 15 Ibs. 
- >. ce, Fow! (Eviscerat Grade A, 5 Ib. av. 75 Ibs. 100 
4 oz. each Sibs. 20 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 20 Ibs. FROZEN FRUITS 
Fryers (Eviscerated) Grade A,2% ib. av. 30 ibs. 40 | Grapefruit Sections Fresh, chilled, gal. 3% gal. 
1 Ib. pkg. 5ibs. 20 | Grapefruit and 
LAMB Orange Sections _—‘ Fresh, chilled, gal. 2% gal 
Chops, Loin U. S. Choice, FRESH FRUITS Orange Juice Con., 32 oz. can 1 can 
3 6 oz. each 23 Ibs. 60 | Apples n, 113s 1% box 
Shoulder (B.R.T.) U. S. Good 20 ibs. 60 Sanenie Ripe 54 Ibs. Strawberries Sliced, 8 Ib. can, 
| Cantalou Crate, 45s ie 5-1 sugar 1 can 
PORK Grapefrutt less, % box 7 
Seediess, 28 Ib. box FROZEN 
| Bacon 24-26-1 Ib. 11 Ibs. Oranges 176s 8 doz. ts 
Chops Grade A,40z.each 25 ibs. 100 Stems tie 
Ham Ready-to-eet 44 tbs. 130 VEGETABLES 2% Ib. pkg. 15 ibs. 90 
u bage ssels 
Sausage Links 12-1 Ib. 15 tbs. 60 | Carrots Topped, bag 37 Ibs. — UO ine 
Shoulder (Boneless) 7 ibs. 20 Pascal, ! Peas, Black-eyed 15 ibs. 90 
pinach 
18 Ibs. 2% Ibs. 15 
PREPARED MEATS Lettuce Head, 48s 1 crate Pan 3 Ib. pkg. 24 Ibs. 90 
~ Onions, Dry Yellow, bag 50 Ibs. 2% Ib. pkg. 15 ibs. 90 
Frankfurters 10-1 tb. 20 tbs. 100 | Parsley Bunch 1 doz. Vegetables Mi Mixed 2% Ib. pkg. 10 Ibs. 60 
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3rd WEEK SOUTH-SOUTHWEST SELECTIVE FALL CYCLE MENU 


_ ——prepared by Nell Wier, Director of Food Service 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) Battey State Hospital, Rome, Ga. 
breakfast noon 
Mixed Vegetable Juice Cream = ner led Grapefruit Half with S$ 
(Fs) or Honeydew Roast Loin of Pork with Gravy (F) or Beef Biscuit Roll-up (S) inne Suey on Fried Noodles Oi md Braised Veal Cubes (S) 
edge Biack-eyed Peas Rice Cooked in Chicken Broth (S 
Ostman Turnip Greens a rn Bread (), or Buttered Sliced Beets (S) Buttered Brussels Sprouts ( 
or Ready-to-eat Tomato Aspic Salad with Mayonnaise or Buttered English Peas (S 
Bran Cereal er Sliced Cucumber and wy in Vi Molded Cranberry Relish in as Gelatin with Mayonnaise 
Poached Egg and Brownies (F) or Applesauce and Cookies 3) or Grated — and nut Salad 
Sliced Bacon Lemon Cheese Cake (F) or Sliced Bananas in Orange Juice (S) 
Toast with Jelly 7 
Orange and Grapefruit Lemonade $F Cream of 
Sections ( Stewed Chicken in Gravy (FS) Corned Hash with Poached Egg *) 
or Meat Loaf with Tomato or Broiled Fish Fillet with Lemon (S) 


or Grape Juice (S) 
Cooked Wheat Cereal 
or ome Wheat 


Buttered 0 Baked Acorn Squash (S) 
er fa or n 
Molded Fruit Salad in cng Gelatin 


Hashed Brown Potatoes (S) 
Buttered Cream Style Corn (F) or Spinach Au Gratin (S) 


Grits or Corn Flakes 
Fried Eggs and 


French Fried Potatoes (F) 
Buttered Rutabagas (F) or ed Parsley Carrots (S) 


Buttered 
Mayonnaise 


Scrambled Eggs with or Tomato and Lettuce Salad ce with _— Dressing 

Cheese Sweet Potato Pie (F) or Royal Anne Cherries (S) French Costerd | ios Cream 
Butter and en ith Whipped Cream 
Cantaloupe a Juice Cream of Potato Sou 

or Orange. 4 a Pork Spareribs with Barbecue Sauce (F) Cold Plate (F) Tone. alad and Pickles and fy. * with 
Cooked Whole Wheat er Braised Beef Cubes (S) Deviled Egg or Roast Leg of Lamb with Gravy (S) 

Cereal Baked Sweet Potato (FS) Parsley Potatoes (F S) 

or Ready-to-eat Buttered ora gong ps uF) or English Peas in Cream Sauce (S) String Beans or nt —_ (S) ; 

Rice Cereal Waldorf Salad o Peach Half with Mint Jelly on Lettuce or Celery Hearts and Olives 
Sliced Bacon or Perfection "Saled with Mayonnaise Banana Pudding (FS) or Fruit Cup 
4 Coffee Cake Bread Pudding with Lemon Sauce 

Toast with Jelly Orange Sherbet (FS) 
Grapefruit Juice (FS) Tomato Bouillon with Crackers Vegetable Soup 

or Kadota Fi Grilled Ham Steak on Broiled Pineapple Slice (F) Breaded Veal Cutlets with Tomato Sauce (F) 
Cooked Wheat Cereal er Sliced Bacon (S) or Hot Sliced Chicken (S) 

or Puffed Rice Cereal | Dried Fordhook Lima Beans wd kone OF) Baked idaho Potato (S) Au Gratin Potatoes “ap 
Creamed Chipped Buttered Mustard Greens a Broiled Peach Half (FS) or Buttered Asparagus 

and Eggs on Toast or Creamed Carrots (S) Frozen Fruit Salad 
Doughn Sliced Orange and Onion Salad or Chef's Salad with French Dressing 

. or Head Lettuce with Bleu Cheese Dressing Bostom Cream Pie with Chocolate Filling (FS) 

Carrot Cake (F) or Applesauce and Sugar Cookie (S) or Green Gage Plums 

Stewed Prunes (F) Cream of Celery Soup Cranberry Juice Cocktail 

or fomete Juice (S) Shrimp Creole on Rice ( or Grilled Liver (S) — ried Steak with Gravy (F) 

ked Wheat Cereal Green Beans with Almonds ( yster Stew with Oysterettes (S 
or Raisin Bran Cereal or Yellow Squash Souffle (S) O’Brien F Potatoes (FS 
Cooked Bartlett Pear and Cottage Cheese Salad Buttered Asparagus (FS) 
<= Toast with J or Cole — with Boiled Dressi or Buttered Broccoli with Hollandaise Sauce 
ch Cream (S) Pecan heh Grapefruit-Celery-Grated Cheese Salad with 
or Tokay Grapes or Radish Roses and Sweet Mixed Pickles 
Maraschino Cherry Cake with Cherry Icing (FS) or Purple Plums 

Orange Juice (FS Chicken Broth with Noodles Mixed Vegetable Juice with Crackers 

or Baked A Brunswick Stew oes or Broiled Beef Patty (S) Baked Lamb Patties with Currant Jelly (FS) 


or Creamed Turkey on Corn Bread 
Double Baked Potato (FS) 
Sliced Beets in Orange S: Sauce (FS) or Buttered Spinach 


or Sugar Coated 
or Mixed Salad Greens with Garlic Dressing 


Sausage Mixed Fruit Salad with Ging 
Hot Biscuit Jelly or ote and Lettuce Spiced Seckel Pear 
ke Top Pudding Fs) or Minted Pineapple Chunks or Head Lettuce with Tienes Island Dressing 
Cranberry Crunch a la Mode (F) 
or Canned Whole Peeled Apricots (S) 
Pineapple Juice FS) Orange Juice Cream of Split Pea Soup 
or Grapefruit Broiled Chicken § or Grilled Minute Steak Link Sausage (F) or Scrambied Eggs (S) 
Cooked Malted Rice with Gravy (F Grits with Butter (FS 
Wheat Cereal Stewed Tomatoes and Sues 5) ov: er Buttered String Beans (S) Buttered Asparagus (FS) or Fried: Apple Rings 
Banana and Peanut Butter Sa Lettuce Seasoned Cottage Cheese Salad 


Cereal or Celery Hearts and Cranberry p Le 
Scrambled Egg and Chocolate Nut Sundae (F) or Bartlett Pears (S) Blackberry Jam Cake with Penuche Icing (F) 
Sliced Bacon or Lemon Snow (S) 
Raisin Toast with . 
(F}—Full Diet (S}—Soft Diet (FS)—Full and Soft Diet — Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
| 3 BEEF FISH Pepper, Green 20 pep 
Brisket, Corned Haddock Fillets, skinless 5 ibs. 20 | Potatoes, Sweet 
eee U. S. Good 20 Ibs. 60 ters Standards 1 Potatoes, White Bag No. 1 300 Ibs. 
© | Chipped Beef, U. S. Good 4 Ibs. rimp 26-28 Ibs. 20 Ibs. 100 | Radishes 1 doz. 
Ground Beef U. S. Good, 5 Ib. pkg. 20 Ibs. Romaine 10 heads 
ea u . S. Choice, 
4 02. each 40 | Fowl (Eviscerated) Grade A, Sib. av. 6D Ibs, go. | Tomatoes 26) 
Steak, Swiss 15 Ibs 60 » 2 Ib. av. 60 Ibs. 80 FROZEN FRUITS 
Stew U. S. Good 30 Ibs. 120 Terkays (ivisewreteg) 30-24 1b. av. 20 Ibs. Grapefruit Juice Con., 32 oz. can 6 cans 
FE Grapefruit Sections Fresh, chilled, gal. 2 gal. 
LAMB FRESH FRUITS : Grapefruit Sections Fresh, chilled, gal. 2% gal. 
Ground, Shoulder U. S. Good 15 Ibs. 60 | J Jonathan, 113s 1 box Orange Juice Con., 32 oz. can 7 cans 
Leg (B.R.T.) U. S. Choice, Bananas Ripe 47 Ibs. Sliced, 8 Ib. can, 
s yearling 7 Ibs. 20 | Cantalou Crate, 45s % crate 5-1 sugar 1 can 
— 
Bacon (Sliced) 24-26-1 Ib. 17 Ibs. Melon, Honeydew Crate, 9s 5 melons Aspar Spears, 2% Ib. pkg. 22% Ibs. 135 
Ham (Pullman) Ready-to-eat 34ibs. 100 176s 5 doz. Beans, Cuts, 2% Ib. 27% ibs. 165 
| Loin A, 10-12 Ibs. = Broccoli Stems and buds 
Sausage (Bu ean 3 
Seusam Links 12-1 Ib. 15 Ibs. 60 FRESH VEGETABLES Brussels Sprouts ie 10 Ibs. 60 
Spareribs Grade A, 3-1 Ib. 50 ibs. 100 | Cabbage Bag 15 Ibs. Cauli Buds, 2% b. pkg 15lbs. 90 
Carrots Topped, bag 38 Ibs. Greens, 2% Ib. pkg. 45 
Celery Pascal, 30s 1 doz. Kale 2% Ib. pkg. 7% lbs. 45 
' WEAL Cucum 8 cukes Okra 15 Ibs. 
Chop Suey Meat U. S. Good 15 lbs. 60 | Eggplant 2 ibs. Peas, Black-eyed 17% Ibs. 100 
Cutlets U. S. Good, Lettuce Head, 48s 1 crate Spinach Chopped, 2% Ib. pkg. 5 Ibs. 
cs 4 oz. each 15 Ibs. .60 | Onions, Dry Yellow, bag 50 Ibs. S , Winter Pp 4ibs. 15 
om | Shoulder (Boneless) U.S. Good 7 Ibs. 20) 1 Bunch 1 doz. Turnip Greens 2% Ib. pkg. 15 ibs. 90 
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AHA Opposes Social Security Amendment 


The House-passed bill with 1961 amendments to 
the Social Security Act came out of the Senate with 
new provisions added. One, sponsored by Sen. Hubert 
Humphrey (D-Minn.), prompted immediate opposi- 
tion from the American Hospital Association. The 
AHA position was stated in written communications 
to key members of Congress as the bill went into 
Senate-House conference June 27. 

The Humphrey amendment is the so-called “free 
choice” specification in regard to physicians and other 
providers of medical services under state programs 
of medical assistance to the aged. The AHA called 
the amendment “vague and far reaching in its cover- 
age’. It would, the Association said, “have an adverse 
impact on the efforts of state health departments to 
raise the standards of medical care.”’ 

The amendment, the AHA further pointed out, 
“provides that state plans for medical assistance to 
the aged may not preclude payments to providers 
of care and services who are licensed by the state 
to provide such care and services. The effect of this 
amendment would be to bar the state from establish- 
ing standards higher than the bare minimum required 
for licensure. It would, for example, prevent states 
from requiring that hospitals which may receive 
payments under the bill be accredited. The accredita- 
tion program is designed to encourage hospitals to 
establish better standards of patient care, and these 
standards are generally far above those required for 
licensure.” 

This reasoning, the Association continued, “is 
equally applicable to nursing homes.”’ The AHA state- 
ment pointed out that the Association “has been 
working closely with state health authorities to up- 
grade standards for nursing homes.” The AHA called 
it “readily apparent that the Humphrey endment 
would adversely affect this Association’s efforts to 
bring a better quality of medical care to our aged 


citizens.”’ 


The AHA statements were made to the chairmen 
of the two committees, which originally considered 
the social security act amendments bill, H.R.6027. 
They are Sen. Harry F. Byrd (D-Va.), chairman of 
the Senate Finance Committee, and Rep. Wilbur D. 
Mills (D-Ark.), chairman of the House Ways and 
Means Committee. 

In its basic provisions, H.R.6027 raises certain 
social security benefits and permits optional retire- 
ment for men at age 62. In the versions in which it 
was passed by both House and Senate, the bill did not 


include provisions for financing of aged health care. 


These are incorporated in the Administration spon- 
sored Anderson-King bills: H.R.4222, sponsored by 
Rep. Cecil King (D-Calif.), and S.909, introduced by 
Sen. Clinton Anderson (D-N.Mex.). They specify 
social security financing of certain hospital, nursing 
home, visiting nurse and outpatient services for 
senior citizens. 


Community Health Facilities 
Act Cleared for House 


Awaiting consideration by the House at June’s 
end was the Community Health Services and Fa- 
cilities Act of 1961. It is H.R.4998, introduced by 
Rep. Oren Harris (D-Ark.). As reported to the House 
on June 27 from the House Interstate and Foreign 
Commerce Committee, it included certain changes 
from the original bill. Several provided increases 
of funds. One raised from $30 million to $50 million 
yearly the authorization for the next five fiscal years 
for U.S. Public Health Service grants for aid to states. 
Another set a $10 million annual sum for the next 
five years for studies on outpatient services for the 
chronically ill or aged. The $10 million figure was 
inserted in place of a clause authorizing “such sums © 
as Congress may determine’. The bill provides $20 
million yearly for nursing home construction grants 
in place of the existing $10 million ceiling. 

The bill also removes the $1.2 million annual ceil- 

ing on grants to help finance research on hospital 
services and facilities. It also provides for the inclu- 
sion of “other medical facilities” as well as the hos-. 
pital research. The AHA has supported removal of 
the $1.2 million ceiling but proposed, for the present 
at least, an $8 million ceiling. 
__ The Senate companion to this House bill was still 
awaiting subcommittee consideration as the end of 
June approached. It is S.1071, sponsored by Sen. 
Lister Hill (D-Ala.). 


Drug Bill Hearings Scheduled 

July 5 was the date scheduled for opening of 
hearings on the Drug Industry Antitrust Act. It is 
S.1552, introduced by Sen. Estes Kefauver (D-Tenn.). 
The hearings will be held by the Senate Antitrust 
and Monopoly Legislation Subcommittee, of which 
Sen. Kefauver is chairman. First scheduled testimony 
will be from the American Medical Association. The 
AHA has been asked to express its views on the bill. . 
A companion measure was introduced in the House 
by Rep. Emanuel Celler (D-N.Y.). 
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WASHINGTON REPORT De 


Aerial view of the modern 700-bed Indianapolis General Hospital. In use 


throughout the hospital are 18 SCOTSMAN Super Flaker 


c ice 


machines —one. in the main kitchen, one in the staff cafeteria and the 


remaining 16 in each of the ward kitchens. 


Indianapolis General Hospital uses 
a Modern SCOTSMAN ICE System! 


Almost 10,000 Ibs. of crushed ice per day... that’s 
the total ice-making capacity of the ScoTsMAN Ice 
System now in: use at the Indianapolis General Hos- 
pital. 18 ScorsMAN Super Flakers in convenient 
locations provide continuous, on-the-spot ice service! 

Now, whether you need such a large volume of ice or 
whether your requirements are smaller, there are literally 
dozens of ways a pure, low-cost Seanad of SCOTSMAN 
ice can help YOU! 

SHOWN BELOw, for example, are just a few good 
ways that this modern and versatile ice is used at 
Indianapolis General. You will, of course, know of 
many, many another. : 

And here’s something else we want you to know— 
why Indianapolis General chose SCOTSMAN: because 
examination by hospital authorities showed it was the 


SCOTSMAN Super Flaker in the main kitchen 
is handy for cooks to use in a multitude of ways, 
offering an unending supply of pure ice! 


‘Goaks find that SCOTSMAN crushed ice is 
ideal for chilling gelatine desserts, hundreds of 
gallons of which are served every year. 


best machine available for the money the hospital had 
to spend. 

Many other leading hospitals—both large and 
small—now employ the modern and economical 
ScoTsMAN System for their ice supply. The ScoTsMAN 
System saves you time, work and money by placing a 
Super Flaker or Super Cuber, of the capacity that’s 
actually needed, right where the ice itself is needed. 
Thus, this modern System eliminates hauling ice from 
floor to floor from a huge and costly central ice plant. 


How about you? If yours is a problem of skimping 
on ice, wouldn’t you, too, like to have a bountiful 


‘supply of pure, low-cost ice at your service? If so, 


now is the time to get the full facts about Scorsman— 
America’s only complete line of automatic ice machines 
designed and priced for every hospital need! 


in the cafeteria, the SCOTSMAN Super Filaker 
ce for tea and lemonade, and for keep- 
ing salads and cold plates in prime condition. 


Crushed ice from SCOTSMAN machine is here 
being used to cool oxygen as it passes from 
tank in foreground to child patient in the tent. 


SCOTSMAN 


Super Flakers in the ward kitchens really get a 
heavy workout. Here an employee prepares to 
service a diet cart with SCOTSMAN ice. 


Clean end pure SCOTSMAN rai is end day 
and night for patients’ pitchers, for cool fruit 
juices and for filling hundreds of ice packs. 


YES? Please send complete details, 
including new “ideas on ice’’ 
booklet on Scotsman ice Machines. 


NAME 


ADDRESS 


CITY ZONE STATE 


MAIL TO: SCOTSMAN ICE MACHINES 
Queen Products Division of King-Seeley Thermos Co. 
107 Front Street, Albert Lea, Minnesota 


EXPORT OFFICE: Lohmann Inter’! Ltd., 26 Broadway, New York 4 
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NEWS 


IN_DETROIT— 


‘Attitudes, Action, Achievement’ Is Theme 
of Catholic Hospital Association Meeting 


The necessity for positive attitudes as a springboard to action and 


thereby to achievement was stressed by the Rev. James H. Fitzpatrick, 
on the opening day of the 46th annual convention of the Catholic Hospital 
Association in Detroit, June 12-15. “Attitudes, Action, Achievement” was 
the theme of the conference, which was attended by approximately 5000 


religious and lay personnel from 
hospitals throughout the United 
States and Canada. 

The Rev. Mr. Fitzpatrick, asso- 
ciate director, Division of Health 


and Hospitals, Diocese of Brooklyn, 


N.Y., examined, from both a reli- 
gious and practical viewpoint, the 
three steps necessary to ensure the 
success of a hospital by pointing up 
the ultimate objectives of the hos- 
pital and the contributing goals of 
its individual departments and 
services. 

Speaking on “Basic Barriers to 
Action” at the opening general ses- 
sion of the convention, Sister An- 
nette Walters, C.S.J., executive 
secretary, Sister Formation Con- 
ference, Washington, D.C., ana- 


lyzed the tendency of hospitals to 


resist change and enumerated the 
impediments to progress which 
hospitals must face. 
“Attitudes—Handicap or Moti- 
vation?” was the subject of an- 
other talk at the first session. The 
Rev. Lucius F. Cervantes, S.J., 


' Ph.D., associate professor, depart- 


ment of sociology, St. Louis (Mo.) 
University, predicted that attitudes 
will keep changing, and “just as 
enlightened hospital science of the 
past generation found that patients 
are people and shifted its axis of 
cencentration from disease orien- 
tation to patient orientations, so 


' enlightened hospital science of the 


coming generation will find that 
personnel are people and will re- 
align its axis of concentration from 
task-orientation to employee-ori- 
entation.” 

The Rev. Dr. Cervantes de- 
scribed the importance of attitude 
as motivation, and the basic needs, 
or sources of motivation, that are 
necessary: Physiological or safety 
needs; security or order needs; 
social needs—being “one with the 
team’’; self-esteem needs, and self- 
actualization needs which “reach 
their peak in the fulfillment of 


spiritual needs.” 


At a session on planning for 


determined objectives, James E. 


McCormack, M.D., dean, Seton Hall 


College of Medicine and Dentistry, 
Jersey City, N.J., reviewed the 
changing concepts of medical care 
in light of the fact that (1) the 
practice of medicine is, today, more 
and more hospital centered, and 
(2) medicine is more and more a 
science. He also gave hospital ad- 
ministrators a physician’s point of 
view on hospital management. Dr. 
McCormack said that “. . . too 
many physicians today fail to real- 
ize that the governing board, the 
board of trustees, or whatever the 
management board is in the insti- 
tution, is responsible to the com- 
munity for all aspects of the oper- 
ation of the hospital, including 
medical care.” 

Speaking on integrated hospital 
planning at the same session, Sis- 
ter Grace Marie, S.C., administra- 
tor, St. Mary-Corwin Hospital, 
Pueblo, Colo., stated the ‘“excel- 
lence is seldom the result of acci- 
dent. It follows as a consequence 
of clear understanding of ends and 
careful planning of the means to 
achieve those ends. This is true in 
government, in industry, in edu- 
cation, and is equally true in hos- 
pitals.” 

In stating the role of the admin- 
istrator in this plan, she said that 
“the administrator motivates peo- 
ple on all levels to think and direct 
their efforts in the manner he or 
she desires. He exerts interperson- 
al influence by means of communi- 
cation toward the achievement of a 
goal. He gets things through peo- 
ple.” Success depends on the ad- 
ministrator’s ability to provide this 
leadership, she declared. 

Floyd W. Simerson, staff assist- 
ant to the vice president in charge 
of factories, Sears Roebuck and 
Co., Chicago, who spoke before a 
general session on “Time, Talent 
and Costs” said, “Not only is it 
imperative that we streamline our 
work methods and procedures and 
make constant improvements in 
our services, but is is vitally essen- 
tial that we make pronounced im- 
provements in the ‘morale’ of our 


people.” He asserted that “high 
morale is an asset—something we 
can’t afford to be without. High 
morale results in higher produc- 
tivity.” He said that work simpli- 
fication is based on the stipulation 
that people “‘do best the thing they 
enjoy,” but that “work simplifica- 
tion is not a panacea for all man- 
agerial problems nor is it a miracle 
drug or a gimmick to cure all of 
our ills.’”” Mr. Simerson advocated | 
a three-phase pattern for work 
simplification: management indoc- 
trination, education and applica- 
tion or follow-up. 

One of the highlights of the 
convention week was the presenta- 
tion of testimonial plaques to 
mothers general and mothers pro- 
vincial of 14 religious congrega- 
tions at a dinner for some 1200 . 
religious. The sisters represent 
congregations which have been 
recognized by the federal govern- 
‘ment for their work in caring for 
the sick during the Civil War. 

New officers elected at the con- 
vention are: President, the Very 
Rev. Msgr. Clement G. Schindler, 
director of hospitals for the Most 
Rev. Albert R. Zuroweste, D.D., 
Bishop of Belleville, Ill.; president- 
elect, the Rev. James H. Fitzpat- 
rick, associate director of the Divi- 
sion of Health and Hospitals, 
Diocese of Brooklyn; first vice 
president, the Rev. John A. Trese, 
assistant secretary of Catholic 
Charities of Detroit and director of 
Catholic Social Service agencies 
for four Michigan counties, and 
second vice president, the Rev. 


R. Moore, Bishop’s Repre- 


sentative for Hospitals of the apie 
diocese of New Orleans. 


Judgment Against Hospital 


In ‘Staph’ Infection Suit 


A trial court jury in the state of 
Washington on March 23 awarded 
$67,839 to an injured logger, who 
said he was disabled permanently 
by a staphylococcus infection con- 
tracted in a Spokane hospital. The 
plaintiff, George E. Helman of 
Murray, Idaho, had asked $100,000 
in damages. He alleged that while 
he was in the hospital in 1957 be- 
ing treated for a hip injury, an in- 
fection was transferred to him from 
another patient on the hands of 
hospital attendants. 

It is expected that the hospital 
will appeal the decision to a higher 
court. 

A similar adverse judgment in 
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| N EIW MOTOROLA | DAHLBERG 
AUDIO-VISUAL NURSE CALL 
only system that automatically 
identifies the patient, classifies 
the call, insures patient privacy 


DIGITAL READ-OUT: 
Panel shows room and 
bed designation of pa- 
tient calling. 


PRIORITY: Panel lights 
when priority calls are re- 
ceived at Station. 


EMERGENCY: Panel 
lights when emergency 
calls are received at 
Station. 


TO CALL PATIENTS: = 
Turn dials to. room and 
bed designation, press | 
**Call’’ button and lift 
handset for two-way 
conversation. System is 
re-set when phone is 

replaced. 


Through electronics, Motorola/Dahiberg has brought auto- 
mation to nurse call systems...obsoleting all formersystems. 


The stylized unit pictured above, hardly larger than a 


telephone, performs all the functions of former systems— 
plus several important others—and does it all automatically. 
_Advantages of this new system to hospitals are obvious: 
the automation of patient-nurse communications results in 
reduced room trips, yet enables the hospital to provide 
improved patient care. 
A nurse can actually serve more patients with the Motor- 
ola/Dahiberg system. And it’s personalized service. The 
system shows the nurse the room and bed of the patient 


needing service. By simply lifting the handset, the nurse is 


HANDSET: Two-way 
voice actuated, fully 
automatic. Cancels 
calls when replaced. 


LL: Panel shows 
white to indicate 
when a call is on the 
system... goes dark 
when no calisremain. 


IN USE: Panei lights 
to indicate when this 
or other stations are 
using system.” 


in immediate 2-way contact with that patient. 


A priority facility in the system allows a patient to be given 
‘“‘priority’’ attention when required—his calls are automat- 


ically channeled to the nurse ahead of others not requiring 


priority attention. 

While it provides the most advanced features of modern 
communications, the new Motorola/Dahiberg system is 
within the budget limitations of virtually any hospital re- 
gardiess of size. 

A Motorola/Dahiberg Hospital Communications Consult- 
ant will be pleased to make a demonstration of this startling 


' development in nurse call automation. Write, wire or phone 


today to reserve a demonstration. 


P. S. Exclusive! Patient privacy guaranteed! 
The Motorola/Dahiberg automatic system eliminates ceiling and wall speakers in the patient's room 
... puts 2-way “‘Tele-Mike”’ in the patient’s hand. In this way the patient and nurse can converse 
in complete privacy—a tremendous improvement, a morale builder for the patient. 


MOTOROLA 


DAHLBERG 
HOSPITAL COMMUNICATIONS SYSTEMS 


_ 4501 WEST AUGUSTA BOULEVARD, CHICAGO $1, ILLINOIS «SP 2-6500 


i 
f 
A 
; 
3 
34 


a 


= 


rst 


a “staph” infection case is on ap- 
peal in Memphis, Tenn. These two 
cases represent the only reported 
judgments against hospitals arising 
out of “staph” infection claims, 
prior suits having resulted in ver- 
dicts for the hospitals. s 


Hospitals In Pennsylvania 
Burdened With Charity Bills 


A campaign is under way in 
Pennsylvania to flood the gover- 
nor’s office with petitions urging 
administration support of the Hos- 
pital Association of Pennsylvania’s 
full-cost reimbursement program 
for hospitals. 

The emergency action was au- 
thorized by the Council on Public 
Relations and the board of trustees 
of the association when it became 
apparent that political considera- 
tions have been preventing action 
by the legislature to help hard- 
pressed hospitals continue care of 
charity inpatients. 

The crisis facing Pennsylvania’s 
hospitals—which are burdened 
with $40 million of charity care— 
was brought to a climax when 
Chester Hospital, Chester, made 
the decision to close its doors to 
charity patients. Within two weeks 
of the closing of the hospital, pres- 
sure from industry, AFL-CIO and 
citizens of the community, influ- 
enced the Delaware county com- 
missioner to pay $10,000 per month 
to help with the care. 

The present campaign is aimed 
at getting legislative support for 
the HAP program calling for im- 
plementation of the Kerr-Mills 
Act, increased state aid and an in- 
centive for increased local govern- 
ment aid. Governing boards of all 
hospitals have been urged to adopt 
resolutions directed to the gover- 
nor and emphasizing the reim- 
bursement that the state can 
provide by implementing the Kerr- 
Mills Act. . 


Nursing Schools Admit 
More Students In 1960 


An estimated 73,565 new stu- 
dents were admitted to schools of 
professional and practical nursing 
in the United States during 1960, 
compared to 71,297 in 1959, Fred 
C. Foy, chairman, Committee on 
Careers, National League for Nurs- 
ing, said in June. 

The 1152 professional nursing 
programs offered in hospitals, col- 
leges, universities and junior col- 
leges, admitted 49,787 new stu- 
dents in 1960, an increase of almost 
2000 over the 47,797 who entered 
in 1959, Mr. Foy stated. Estimated 


90 


admissions to practical nursing pro- 
grams for the same period showed 
a slight increase from 23,500 to 
23,778. There were 661 such pro- 
grams last year, compared with 
607 in 1959. | 

Among professional nursing 
schools, diploma programs in hos- 
pitals and independent schools 
continued during 1960, as in the 
past, to enroll the largest number 
of new students. Their 39,219 ad- 
missions (78.7 per cent of the to- 
tal) marked the first time diploma 
schools have admitted less than 80 
per cent of all professional nursing 
students. Both baccalaureate and 
associate degree programs showed 
a rise from previous years. Col- 
leges and universities admitted 
8424 nursing students (17 per cent) 
to study for bachelor’s degrees in 
nursing. Associate degree pro- 
grams, usually in junior and com- 
munity colleges, admitted the re- 
maining 2144 new students (4.3 
per cent). . 

Mr. Foy noted that the ratio of 
professional nurses employed full- 
time in the country in 1960—231 
per 100,000 population—is still far 
short of the 300 per 100,000 con- 
sidered a minimum goal. The over- 
all figure for 1960 was 504,000 em- 
ployed professional nurses, some 
90,000 of whom were working part- 
time. There are over 220,000 li- 
censed practical nurses in the 
country. ; 

To meet the need for more 


nurses, the capacities of nursing 


schools, now at near quota enroll- 
ments, must be expanded, Mr. Foy 
continued. This means not only 
an increase and enlargement in 


schools, but also more qualified 


teachers. 

The Committee on Careers con- 
ducts a national information and 
guidance program on career op- 
portunities in professional and 
practical nursing as part of the 


League’s program to improve nurs- 


ing service and nursing education. 
The committee is sponsored also by 
the American Hospital Association, 
the American Medical Association 
and the American Nurses’ Associa- 
tion. . 


Alfred Ercolano Appointed 


The appointment of Alfred S. 
Ercolano as executive director of 
the American Nursing Home Asso- 
ciation was announced today by 
Alton E. Barlow, association presi- 
dent. Mr. Ercolano has been acting 
executive director since Feb. 1. 

Mr. Ercolano has been associ- 
ated with the Arkansas Blue Cross- 


Blue Shield Plan since 1953, and © 


who has been 


served as secretary of the Arkan- 
sas chapter of the American Asso- 
ciation of Hospital Accountants. © 


AHA Announces 
Staff Changes 


Edwin L. Crosby, M.D., director 
of the American Hospital Associa- 
tion has announced that effective 
Sept. 1, Madison B. Brown, M.D., 
associate director, would assume 
increased responsibility for the de- 
velopment and coordination of the 
Association’s total program. 

Richard J. 
Ackart, M.D., 


executive di- 
rector of the 
Virginia Blue 
Cross-Blue 
Shield, Rich- 
mond, since 
1953, will as- 
sume Dr. 
Brown’s duties | 

as director of 
the Department of Professional 
Services and secretary of the Coun- 
cil on Professional Practice. 

Under the new alignment of re- 
sponsibilities, Dr. Brown will also 
devote more time to: the Collab- 
orative Study of Hospital Plan- 
ning, of which he recently became 
director. Dr. Brown has served on 
the executive committee for the 
study in hospital design since it 
was organized by the Hospital Re- 
search and Educational Trust un- 

er a grant from the U.S. Public 

Health Service. Dr. Brown has 
been with the AHA since April 
1957. 

In his new position, Dr. Ackart 
will be responsible for the Asso- 
ciation’s activities in the area of 
professional relations, education 
and standards. Previously he was 
director of the University of Vir- 
ginia Hospital, Charlottesville. He 
holds the M.D. degree from the 
University of Rochester, Rochester, 
N.Y., and an M.S. degree in hospi- 
tal administration from Columbia 
University, New York. 


Nurses’ Foundation 
Launches Campaign 


The American Nurses’ Founda- 
tion (ANF) has launched a $1 mil- 
lion campaign to strengthen and 
expand research in nursing. 

The fund raising program will 
be on a pattern basically related 
to the structural organization of 
the American Nurses’ Association 
with its subdivisions of state and 
district groups. 

According to the ANF, “the 
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Now-you can include every charge 
in the patient’s final bill 


New IBM TELE-PROCESSING* System 
speeds charge data directly to your billing 
department as each charge occurs...using 
existing telephone lines. 


With the IBM 1001, you can prepare final 
bills faster... have every one complete and 


up-to-date...reduce collection problems... 


improve patient relations. 


You can put this low-cost IBM TELE- 
PROCESSING System into operation by 
locating an IBM 1001 Data Transmission 
Terminal at activity points—nursing station, 
laboratory, pharmacy, etc.—and connecting 
each terminal to existing telephone lines. 
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To make an entry, a nurse or technician 
simply dials, feeds a pre-punched card into 
the 1001, and an IBM Card is automaticaliy 
punched in the business office—ready for 
processing. She can also enter special infor- 
mation via the 10-digit keyboard of the 1001. 


Anyone who can dial a telephone can 


quickly learn to operate the IBM 1001. You 


can have any number of remote input units 
at any distance from the central card punch. 
You can send data from any or all stations 
without a receiving operator in attendance. 


Call your local IBM Hospital Representa- 
tive for more information. *Trademark 


New IBM 1001 
Data Transmission Terminal 


IBM. 


DATA PROCESSING 
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administrator, Mercy Hospital, Ce- 
dar Rapids. 

Kentucky Hospital Association: Presi- 
dent, Homer D. Coggins, adminis- 
trator, Central Baptist Hospital, 
Lexington; president-elect, Robert 
E. Selwyn, administrator, Harlan 
Memorial Hospital, Harlan; treas- 
urer, E. W. Horgen, administrator, 


scope of the financial program re- 
quires that funds be sought from 
among members of the nursing 
profession, from corporations and 
philanthropic foundations, and 
from organizations, friends of ANF 
and individuals.” 

~ Lee H. Bristol Jr., national co- 
chairman for the campaign, said 
nurses in 43 states have already 
accepted goals of $5 each on a land. 

“Give or Get” basis. Middie Atlantic Hospital Assembly: 

The American Nurses’ Founda- President, Carlton B. Shannon, ad- 
tion was brought into being in 1955 ministrator, House of the Good 
by the American Nurses’ Associa- Samaritan, Watertown, N.Y.; vice 
tion in order to meet the need for\ president, Mable A. Barron, ad- 
an organization to identify nursing ministrator, Ellwood City (Pa.) 
needs and to enrich nursing know]- ospital; treasurer, John F. Wor- 
edge. Since its beginning, the foun- , executive director, Hospital 
dation has directed the expenditure ociation of Pennsylvania; secre- 
of funds for research amounting ), J. Harold Johnston, executive 
to nearly $300,000. Approximately director, New Jersey Hospital As- 
$100,000 was disbursed in grants sociation. 
to nine institutions—mainly uni- Mid-West Hospital Association: Presi- 
versities—for carrying out research dent, Carlos J. R. Smith, adminis- 
in nursing studies. 

The foundation plans to empha- 
size the following four areas of 
study in its future program: Nurs- 
ing procedures; the effects on nurs- 
ing due to changing patterns of 
patient care; effects of administra- 
tive organization on patient care, 
and nursing needs of patients and 
nursing in different categories of 
illness. 


president-elect, Carl C. Lamley, 
executive director, Stormont-Vail 
Hospital, Topeka, Kans.; secretary- 
treasurer, Norman Losh, adminis- 
trator, Children’s Hospital, Denver. 

New Mexico Hospital Association: 
President, Tom Shinas, assistant 
administrator, St. Francis Xavier 
Hospital, Roswell; president-elect, 
Maurice Shaw, administrator, Ba- 
taan Memorial Methodist Hospital, 
Albuquerque; vice president, Ralph 
Lennon, administrator, Artesia 
General Hospital, Artesia; treas- 
tor, Faulkner Hospital; president- 
elect, Richard T. Viguers, adminis- 
trator, New England Center «ce New York Mespital Associc- 
Hospital; secretary, William F. 4s President, Alvin J. Binkert, 
Voboril, executive vice president, Presby- 
Greater Boston Hospital Council, terian Mospital in the City of New 
treasurer, Mrs. Beatrice York; president-elect, Vernon 
ee administrator, New England Stutzman, director, Methodist Hos- 
Hospital. pital, Brooklyn; vice president, 

Delaware Valley Hospital Council: Richard D. Vanderwarker, vice 
President, Clarence A. Warden Jr., president and general manager, 
president, Bryn Mawr (Pa.) Hos- Memorial Center for Cancer and 
pital; vice-president, Charles E. Allied Diseases; secretary, Lloyd 
Ingersoll, trustee, Children’s Hos- H. Gaston, M.D., executive direc- 
pital, Philadelphia; secretary- tor, St. Luke’s Hospital. 


treasurer, H. Robert Cathcart, vice 
president, Pennsylvania Hospital, V. G. Ed 
V. G. -Edmondson, associate di- 


Philadelphia. 
lowa Hospital Association: President, 
Sister Mary Maurice, administra- rector of the Oklahoma Hospital 
Association for the past six years, 
has announced his resignation, ef- 


tor, St. Joseph Sanitarium, Du- 

buque; president-elect, Paul H. 
fective Sept. 1, 1961. He has re- 
cently accepted a position as a 


Keiser, administrator, Burlington 
faculty member,at Arizona State 


Hospital, Burlington; - first vice 

president, Sister Mary Regine, ad- 
University, Tempe. As both a law- 
yer and a certified public account- 


ministrator, St. Anthony Hospital, 
ant, Mr. Edmondson was responsi- 


Carroll; second vice _ president, 

Richard G. Schreiber, administra- 
ble during his tenure with the 
association for launching the uni- 


Groups Elect Officers 


Greater Boston Hospital Council: 


President, Paul J. Spencer, direc- 


tor, Ottumwa Hospital, Ottumwa; 
treasurer, B. M. Grahek, assistant 
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King’s Daughter’s Hospital, Ash- 


trator, Helena (Ark.) Hospital; 


form principles of accounting for 
all Oklahoma hospitals: He has 
served on numerous committees of 
the American Hospital Association, 
and is a fellow of the American 
Association of Hospital Account- 
ants. 


Changes In Hospital Design 
To Be Incorporated By VA 


Major changes in hospital design 
will be incorporated in the Veter- 
ans Administration’s 12-year, $900 
million program for modernization 
and replacement of its obsolescent 
hospitals, it was announced by 
William S. Middleton, M.D., the 
VA chief medical director. 

Dr. Middleton said the changes 
will result from progress in care 
of patients with tuberculosis and 
psychiatric illness and from the 
increasing application of automa- 
tion in medicine. 

The VA has already converted 
nine of its tuberculosis hospitals 
to general medical and surgical 
use, and units for treatment of pa- 
tients with chronic nontuberculous 
pulmonary disease have been in- — 
corporated into the planning for 
VA hospitals. 

Dr. Middleton said the large 
psychiatric hospital with its dormi- 
tories is a “relic of the past,” and 
even the presently projected 1000- 
bed hospitals for the mentally ill 
appear unwieldly. ““The early pass- 
ing of special hospitals can be 
foreseen, and the future in the VA 
system will unquestionably wit- 
ness the evolution of a hospital 
complex incorporating the several 


_essential elements into a cohesive, | 


well-coordinated whole,” he added. 

Dr. Middleton also commented 
on the “inevitable movement to- 
ward automation and its effect on 
hospital design and construction.’’® 


Maryland Okays Bond Issue 
To Aid Nursing Homes 


The 1961 Maryland legislature 
has authorized a $1.5 million bond 
issue to aid in construction of non- 
profit, but privately operated, nurs- 
ing homes. The funds will be used 
to supplement money from the 
federal government in paying up 
to two-thirds of the cost of such 
facilities. 

The chief beneficiaries of the ac- 
tion will be nursing and convales- 
cent homes operated by church, 
fraternal and public groups. Health 
officials have estimated that the 
legislation will add approximately 
500 nursing home beds within five 
years, relieving crowded hospitals 
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and permitting aged persons living 
with families to receive nursing 
care which they cannot presently 
afford. 


Safety and sanitation standards 


for these homes are prescribed by 
the State Health Department, 
which under another Maryland en- 
-actment, will also establish medi- 
cal standards for the homes. The 
homes will receive $135 per month 
grants for each welfare patient. ® 


New Aged Home Association 
Gets $140,000 Grant 


The Ford Foundation has appro- 


priated $140,000 to help establish 


a national association among non- 
profit homes for the aged -to be 
sponsored by the National Council 
on the Aging. 

The appropriation, which was 
announced on April 30, will enable 
the new association to assist homes 
under religious, governmental and 
voluntary auspices with efforts to 
improve their services and the 
quality of their personnel, the 
Council stated. 


In its request for funds, the new 


association listed the following as 
major purposes of the organiza- 


tion: (1) to provide means where-— 


by discussion of common problems 
_ may be held and consensus reached; 
(2) to collect, prepare, disseminate 
and develop appropriate standards 
and information among homes and 
related services; (3) to enlist con- 
sultants and speakers to be avail- 
able on request; (4) to channel in- 


formation to, and consult with, . 


governmental agencies at all levels 
and volunteer professional groups, 
and (5) to conduct special projects 
as needed, including preparation 
of a directory. of 
for the aged. 


Mental Health 
For Nurses Extended 


The National Institute of Mental 
Health last month announced that 
_ the Mental Health Traineeship Pro- 
gram, established under the Na- 
tional Mental Health Act of 1946, 
has been extended to include a 


limited number of undergraduate - 


trainee stipends for graduates of 
diploma programs in nursing with 
a career interest in psychiatric 
nursing. 

The traineeships are for full- 
time study to complete the senior 
year of a baccalaureate program in 
nursing which provides under- 
graduate education in all clinical 
areas, including public health nurs- 
ing. An essential criterion is that 
the applicant must be interested 
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in continuing study in a graduate 
psychiatric-mental health nursing 
program upon completion of the 
nursing program leading to the 
baccalaureate degree. 

Available in schools participat- 
ing in the National Mental Health 
Training Program, these trainee- 
ships provide an annual stipend of 
$1800 plus such tuition and regis- 


tration fees as required by the 


educational institution. Trainees 
are selected by the educational in- 
stitution awarding the traineeship. 

The Mental Health Traineeship 
Program continues to provide sev- 
eral levels of traineeship support 
for nurses seeking specialized grad- 
uate preparation in the field of 
psychiatric-mental health nursing. 
The primary. purpose of this pro- 
gram is to develop qualified leaders 
in the mental health field. Train- 
eeships for graduate study are 
available in universities offering 
programs designed to prepare indi- 
viduals for expert clinical practice, 
teaching, administration, consulta- 
tion, and research in colleges and 
universities, and in hospitals and 
community and health 
agencies. 


Hospital Suppliers Merge 


A merger of the Swartzbaugh 
Manufacturing Co., Murfreesboro, 
Tenn., and Jarvis and Jarvis, Inc., 
Palmer, Mass., both manufacturers 


’ of hospital and institutional equip- 


ment, has been announced. The two 
enterprises will operate as manu- 
facturing divisions of United.Serv- 
ice Equipment Co., Inc., a newly 
created Delaware corporation. 

The officers of the new corpora- 
tion will be Steven Scudder, presi- 
dent; John D. Swartzbatgh, execu- 
tive vice president; Edward M. 
Hefferman and Blair Stentz, vice 
presidents, and Elbridge H. eas 
bone, treasurer. 


1961 hospital 


administrative residents 

Presented here are some of the 
1961 administrative residents who 
have completed their classwork 
and are now beginning their in- 
ternships at hospitals throughout 
the country. Residents not shown 
here will appear in necauens 
issues of this Journal. 


UNIVERSITY OF MINNESOTA 

Program director: James A. Hamilton 
Brown, Joseph C., to Jack W. 

Rivall, administrator, Eitel Hospi- 


tal, Minneapolis. 

Bury, Frederick J., to Marie J. 
Doud, administrator, Highland Hos- 
pital, Rochester, N.Y. 

CARLSON, Glenn D., to David E. 
Olsson, administrator, San Jose 
(Calif.) Hospital. 

Correy, John C., to Robert A. 
Molgren, executive director, St. 
Luke’s Hospital, Kansas City, Mo. 

DUMMINGER, Robert P., to Ken- 
neth J. Shoos, superintendent, St. 
Luke’s Hospital, Cleveland, Ohio. 

Ers, Alma C. N., to B. W. Man- 
delstam, M.D., administrator, Mt. 
Sinai Hospital, Minneapolis. 

GILLESPIE, Edward M., to Harold 
C. Mickey, administrator; Roch- 
ester (Minn.) Methodist Hospital. 

GREEN, Lt. William J. Jr., to Lt. 
Cdr. Thomas L. Hollis, administra- 
tive officer, U.S. Naval Hospital, 
Philadelphia. 

HANSEN, Robert D., to Rolland E. 


Wick, administrator, Children’s - 


Hospital, San Francisco. 
HorrMan, Capt. John E. Jr., to 


Capt. Thomas B. Gibble, USAF. 


Hospital, Wright-Patterson Air 
Force Base, Dayton, Ohio. 
JORGENSON, C. Jerome, to Carl C. 
Lamley, executive director, Stor- 
mont-Vail Hospital, Topeka, Kans. 
KASBOHM, Robert K., to William 
N. Wallace, administrator, The 
Charles T. Miller Hospital, St. Paul. 


KINNAIRD, John, residency not 


determined. 

KRALEWSKI, John E., to Robert 
W. Bachmeyer, director, St. Bar- 
nabas Hospital, Minneapolis. 

KuMaAGAI, Tsutomu, to Ray M. 


Amberg, director, University of 


Minnesota Hospitals, Minneapolis. 
MartTIn, Jackie R., to Frank 5S. 

Groner, administrator, Baptist Me- 

morial Hospital, Memphis, Tenn. 

McKinstry, Guy H. Jr., to Rich- 
ard W. Trenkner, administrator, 
Memorial Hospital of South Bend, 
South Bend, Ind. 

Metz, Roger W., to Glenn M. 
Reno, executive director, Menorah 
Medical Center, Kansas City, Mo. 

Mituts, Donald C., to Kenneth J. 
Holmquist, superintendent, Bethes- 
da Hospital, St. Paul. | 

MONAGLE, William J., to O. G. 
Pratt, executive director, Rhode Is- 
land Hospital, Providence. 

PARKER, Scott S., to Stanley R. 
Nelson, administrator, Northwest- 
ern Hospital, Minneapolis. 


Roacu, David L., to Merton E. 


Knisely, administrator, St. Luke’s 
Hospital, Milwaukee. 


ScHMAUSS, David C., to Richard — 


K. Fox, superintendent, St. Luke’s 
Hospital, Duluth, Minn. 


STRAND, James E., to Raymond . 
K. Swanson, superintendent, the 
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UNIVERSITY OF MINNESOTA residents and staff are (from left) front 
row: John Kinnaird; Edith M. Lentz, M.D., associate professor; Donald 
W. Dunn, instructor; James A. Hamilton, director; Gaylord W. Ander- 
son, M.D., director, School of Public Health; James W. Stephan, as- 
sociate director; Alma C. N. Erb; Herman E. Hoche, instructor. Second 
row: John C. Coffey; Edward M. Gillespie; David L. Roach; Lt. Wil- 
liam J. Green Jr.; Tsutomu Kumagai; Capt. John E. Hoffman Jr.; 


Robert K. Kasbohm; Scott S. Parker; W. “Third row: David 
C. Schmauss; Guy H. McKinstry Jr.; Robert D. Hansen; Donald C. 
Wegmiller; Donald C. Mills; John E. Kralewski; Robert P. Dumminger; 
William F. Towle; James E. Strand. Fourth row: William J. Monagle; 
C. Jerome Jorgenson; Kenneth W. Hollenbaugh; Glenn D. Carlson; 
Joseph C. Brown; Frederick J. Bury; Robert A. Tschetter; Jackie R. 
Martin. 


Swedish Hospital, Minneapolis. 

TOWLE, William F., to Russell A. 
Nelson, M.D., director, Johns Hop- 
kins Hospital, Baltimore. 

TSCHETTER, Robert A., to Boone 
Powell, administrator, Baylor Uni- 
versity Hospital, Dallas, Tex. 

WEGMILLER, Donald C., to Carl 
N. Platou, administrator, Fairview 
Hospital, Minneapolis. 


ST. LOUIS UNIVERSITY 


Program director: The Rev. John J. 

Flanagan, S.J. 

BLOM@QUIST, Sister Roberta Fran- 
cis, C.S.J., to Sister Mariam Dolor- 
es, C.S.C., administrator, Mount 
Carmel Hospital, Columbus, Ohio. 

Cooney, Sister Marie Edgar, S.C., 
to Sister M. Bede, F.C.S.P., admin- 
istrator, Sacred Heart Hospital, 
Spokane, Wash. 

CuKLA, Sister M. Cherubim, 
O.S.F., to Sister Anna, S.C., admin- 
istrator, Good Samaritan Hospital, 


Dayton, Ohio. 

DINAN, Sister Thomas Aquinas, 
C.S.J., to Sister Bernard Mary, 
C.S.J., administrator, St. Francis 
Hospital, Hartford, Conn. 

EBBING, Sister Margaret Cortona, 
S.C., to Sister Anthony Marie, S.C.., 
administrator, St. Vincent’s Hospi- 
tal, New York City. 

FARRELL, Sister Mary Eustace, 
C.C.V.I., to Sister M. Loretto, S.P., 
administrator, St. Vincent Hospi- 
tal, Worcester, Mass. 

FRANK, Robert Edwin, to F. R. 
Bradley, M.D., medical director, 
Barnes Hospital, St. Louis. 

FRESQUES, Lt. Frank J., to Cha- 
nute Air Force Base, Rantoul, III. 

GARVEY, Sister Francis Marie, 
C.S.S.J., to Sister Mary Maurita, 
R.S.M., administrator, St. Mary’s 
Hospital, Grand Rapids, Mich. 

HacKER, Sister Mary Hilary, 
O.S.F., to Sister Eugene Marie, S.C., 
administrator, Good Samaritan 


Hospital, Cincinnati. 

Hausa, Sister Jean Frances, C.S.J., 
to Sister M. Vincent, C.C.V.I., ad- 
ministrator, Santa Rosa Hospital, 
San Antonio, Tex. 

HERDEMAN, Sister Mary Huberta, 
R.S.M., to Sister Anna Marie, S.S.J., 
administrator, St. Vincent Hospi- 
tal, Erie, Pa. 

HINNEN, Donald James, to Daniel 
A. Hicks, administrator, Christian 
Welfare Hospital, East St. Louis, 
Ill. 

KENNY, Sister Margaret Rosita, 
C.S.S.J., to Sister Anthony Marie, 
S.C., administrator, St. Vincent’s 
Hospital, New York City. 

Kinney, Ned E., to James W. 


‘Meade, assistant hospital commis- 


sioner, St. Louis (Mo.) City Hos- 
pital. 

Kriec, Sister M. Justin, O.P., to 
Sister M. Placida, S.M., adminis- 
trator, St. Joseph’s Hospital, Phoe- 
nix, Ariz. 


tag LOUIS UNIVERSITY residents and staff are (from left) front row: 
Sr. M. Cherubim, O.5.F.; Sr. Margaret Rosita, C.S.S.J.; Sr. M. Eileen, 
Pore Sr. Thomas Aquinas, C.S.J.; Sr. Dolores Marie, $.F.P.; Sr. 
Roberta Francis, C.S.J.; Sr. Marie Rebecca, $.$.M.; Sr. Marie Edgar, 
S.C.; Sr. St. Jerome, C.S.J.; Sr. M. Honesta, C.S.F.N.; Sr. M. Pauline, 
Second row: Sr. M. Judith, O.5.B.; Sr. Francie Mase, C.S.S.J.; 

Margaret Cortona, $.C.; Sr. tary C.C.V.1.; Sr. Mary 
R.S.M.; Sr. Regina, $.D.S.; Sr. Mary Hilary, O.S.F.; Sr. Mar- 
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garet Mary, C.S.F.N.; Sr. M. Domitilla, M.S.C.; Sr. John Marita, O.P.; 
Sr. Jean Frances, C.S.J.; Sr. M. Dolorosa, L.C.M.; Sr. M. Justin, O.P.; 
Sr. M. Clarence, 0.S.F. Third row: W. |. Christopher, instructor; Robert 
E. Frank; Frank C. Ryan; Lt. Frank J. Fresques; Bob J. Pratt; Ned E. 
Kinney; Charles F. McCarthy; Edward J. Spillane; William J. Riordan; 
Robert L. Mevret; Charles E. Berry, associate director; Paul R. Don- 
nelly, instructor. Missing: Donald J. Hinnen. 
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KRIETER, Sister M. Dolorosa, 
L.C.M., to Sister Grace Marie, S.C.., 


administrator, St. Mary-Corwin 


Hospital, Pueblo, Colo. 

Kuan, Sister M. Judith, O.S.B., 
to Sister Mary Maurita, R.S.M., ad- 
ministrator, St. Mary’s Hospital, 
Grand Rapids, Mich. 

Lietz, Sister Regina, S.D.S., to 
Sister Michaeleen, C.S.C., admin- 
istrator, ‘Saint Joseph’s Hospital, 
South Bend, Ind. 


McCartny, Charles F., to John 
A. Harrison, administrator, Lynn — 


(Mass.) Hospital. 
Martinxo, Sister M. Domitilla, 
‘M.S.C., to Roland D, Olen, admin- 
istrator, Holy Redeemer 
Meadowbrook, Pa. 

MEvRET, R. Lee, to John Hurley, 
assistant administrator, Saint Cath- 
erine’s Hospital, Omaha, Neb. 

NAUGHTON, Sister M: Clarence, 


The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on May 19, 
1961. 


COMMITTEE ON LISTINGS. 
AND APPROVALS 


VOTED: To approve for listing the 
hospitals and inpatient care institutions 
other than hospitals as shown: 


ARIZONA 
Public Health Service Indian, Sells 
CALIFORNIA 
San Gorgonio Pass Memorial, Ban- 
ning 
Laurel Grove, Castro Valley 
Fairview State, Costa Mesa 
El Cajon Valley, El Cajon 
Lakewood General, Lakewood 
Madera County, Madera 
U.S. Air Force, Marysville 
Needles Municipal, Needles 
Collier Park, San Diego 
The Community Hospital of San 
Gabriel, San Gabriel 


Federal Correctional Institution, 


San Pedro 
FLORIDA 
Florida Southern se Lake- 
land 
Baptist Hospital of Miami, Miami 
South Miami, South Miami 


HAWAII 
Leeward Oahu, Aiea 
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O.S.F., to Sister Bernard Mary, 
C.S.J., administrator, St. Francis 
Hospital, Hartford, Conn. 

PRATT, Bob J., to Joseph B. Mac- 


_key, assistant administrator, Meth- 


odist Hospital, Memphis, Tenn. 

Racicu, Sister M. Pauline, O.S.F., 
to Sister M. Eustelle, R.S.M., ad- 
ministrator, Mercy Hospital, To- 
ledo, Ohio. 

RIORDAN, William J., to Robert A. 
Anderson, administrator, The Wal- 
tham (Mass.) Hospital. 

PozpoL, Sister M. Honesta, 
C.S.F.N., to Sister M. Rosaria, 
O.S.B., administrator, Sacred Heart 
Hospital, Yankton, S. Dak. 

RYAN, Frank C., to Sister M. 


Wilhelmina, O.S.F., administrator, 


St. Joseph Hospital, Syracuse, N.Y. 

SIKORSKI, Sister Margaret Mary, 
C.S.F.N., to Sister M. Bernardine, 
S.F.P., administrator, St. Elizabeth 
Hospital, Dayton, Ohio. 


ASSOCIATION 


SPILLANE, Edward J., to Sister 
M. Vincent, C.C.V.1., administrator, 
Santa Rosa Hospital, San Antonio, 
Tex. 

STAMSCHROR, Sister St. Jerome, 
C.S.J., to Sister Mary David, S.C.L., 
administrator, St. John’s Hospital, 
Santa Monica, Calif. 

TIGHE, Sister John Marita, O.P., 
to Sister Margaret, D.C., adminis- 
trator, Carney Hospital, Boston, 
Mass. 

Van ACKEREN, Sister M. Eileen, 
O.S.F., to Sister Grace Marie, S.C., 
administrator, St. Mary-Corwin 
Hospital, Pueblo, Colo. 

WUEBKER, Sister Dolores Marie, 
S.F.P., to Sister Anne Jean, S.C., 
administrator, St. Joseph’s Hospi- 
tal, Paterson, N.J. 

WRIGHT, Sister Marie Rebecca, 
S.S.M., to Sister Marybelle, O.S.B.., 
administrator, St. Mary’s Hospital, 
Duluth, Minn. 


SECTION 


ILLINOIS 
Resthaven, Elgin 


INDIANA 
Clay County, Brazil 


KANSAS 
Kansas Neurological Institute, To- 
peka 


LOUISIANA 
St. Bernard General, Chalmette 
Cotton Valley Clinic, Cotton Valley 
Seventh Ward General, Hammond 
Abrom Kaplan Memorial, Kaplan 
Lake Charles Charity, Lake Charles 
West Jefferson General, Marrero 
Iberia Parish, New Iberia 
Doctors, Shreveport | 
Slidell Memorial, Slidell 


MAINE 
Regional, Brunswick 


MICHIGAN 
Hills and Dales General, Cass City 


Lapeer County General, Lapeer 


MISSISSIPPI 
Hancock General, Bay Saint Louis 


MissOURI 
Jefferson Memorial, Festus 
Ray County Memorial, Richmond 


MONTANA 
Dahl Memorial, Ekalaka 


W MEXICO 
Public Health Service Indian, Gal- 
lup 
Lea General, Hobbs 
Hillcrest General, Silver City 


Watts Clinic and Hospital, Silver 
City 
NEW YORK 


Craig House, Beacon 
St. Joseph Intercommunity, Cheek- 


towage 


OHIO 
Geneva Memorial, Geneva 


OKLAHOMA 
St. Francis, Tulsa 


ORGEON 
Lebanon Community, Lebanon 
Oregon Fairview Home, Hospital 
Unit, Salem 


SOUTH CAROLINA 
St. Eugene, Dillon 
Laurens County, Laurens 
Hope, Lockhart 
Spartanburg Tuberculosis, Spar- 
tanburg 
Wallace Thomson, Union 


TEXAS 

Gulf Coast Hospital and Clinic, 

Baytown 
Shelby General, Center _ 
Tidelands General, Channelview 
Burns, Cuero 
Hardy Hancock, Jasper 
Richardson, Jasper 
Luling, Luling 
Medical and Surgical, Pasadena 
San Augustine Memorial, San Au- 

gustine 

(Continued on next page ) 
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Waxahachie Sanitarium, Waxaha- 
chie 
Gulf Coast Medica] Center, Whar- 
ton 
WASHINGTON 
Overlook Memorial, Bellevue 
Northwest Memorial, Seattle 


WISCONSIN 
Shell Lake, Shell Lake 


Memorial Community, Wautoma 


PUERTO RICO 
Arecibo Municipal, Arecibo 


INPATIENT CARE INSTITUTIONS 
OTHER THAN HOSPITALS 
CALIFORNIA 

Wilhelmine Home, National City 

High Street Convalescent, Oakland 

Immaculate Heart, Salinas 

Fraser Hall Convalescent, San Di- 
ego 

Center Medical, San Rafael 

Monterey Sanitarium, South San 
Gabriel 


COLORADO 
Mountain View Nursing Home, 
Glenwood Springs 
CONNECTICUT 
Montowese Convalescent, 
Haven 


North 


FLORIDA 
Hialeah Convalescent Home, Hia- 
leah 


NEW MEXICO 
Los Lunas Hospital and Srelsine 


School, Los Lunas 


NEW YORK 
The Grote Home, Springville 


_ OREGON 
Oregon Fairview Home, Salem 


TEXAS 
Dental, Corpus Christi 


WASHINGTON 
Clara Greene Memorial Sanato- 


rium, Snohomish 


Toward a clearer definition 
of the nurses’ function 


(Continued from page 54) 


partment of nursing service. 

3. Quality of nursing care is 
distinctly affected by the knowl- 
edge, judgment, skill and values of 
those participating in this care. 

4. The ability of nursing service 
personnel to carry out an activity 
of patient care safely and effi- 
ciently is dependent upon the initial 
educational program of such per- 
sonnel, supplementary employ- 
ment and educational experiences. 

5. Productivity in the work situ- 
ation is directly influenced by the 
self-concept of responsibility of 


the individual worker for the en- 
tire enterprise as well.as her speci- 
fic contribution. 

6. Specialized citiea care units 
for selected clinical services facili- 


tate assignment and ultimate scope 


of responsibility of all nursing 
service personnel. 

7. The assignment of practical 
nurses and nurses aides is facili- 
tated when they are assigned con- 
sistently to a ward unit where 
activities are repetitive in nature, 
regardless of complexity. 

8. The dependence upon recall 
or previous experience for com- 
petence to perform, compared with 
the ability to define practice 
through the application of scien- 
tific principles is an influencing 
factor in the utilization of non- 
professional nursing service per- 
sonnel. 

9. The professional nurse should 
be assigned to any nursing activity 
which is rare or occasional re- 
gardless of complexity. 

10. The physiological and/or 
psychosocial response of the pa- 


- tient frequently determines the 


complexity of a nursing activity. ® 
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DON sells cvadities you need to prepare and serve 


| “Fron 1 Kitchen to Floor aaa | 


food to your patients, visitors, nurses, employees, 

students. 

There are 7 eiocee in dealing with DON, 

as your dependable Source Supply. 

1. Huge Variety — 50,000 Items 
of EQUIPMENT, FURNISHINGS 
and SUPPLIES. 

2. Nationally known products. 

3. Each item a genuine valve. 

4. One requisition for all your 
needs. 


5. Fast delivery. 


your needs call on you. 
7. Satisfaction Guaranteed or 
MONEY Back. 


DON has been supplying hospitals, nursing homes, hotels, 

motels, schools, colleges, restaurants, clubs, orphanages 

and other institutions everywhere—many near you—for 

or acer You, too, can establish a happy relationship 
service. 


Write Dept. 7 for informetion or for a salesman fo call. 


DON company 


GENERAL HEADQUARTERS 2201 LaSalle St.—-Chicago 16, 


Branches in MIAMI . PHILADELPHIA 


6. Salesmen experienced with 


iF YOUR DEALER CANNOT SUPPLY, ORDER DIRECT, GIVING HIS NAME 


P. O. BOX 1192 


LUBRICANT 


IDEAL FOR INSTRUMENTS 


Sil Spray puts a tough, thin, 
non- gumming film on all metals. 
It remains stable at all tempera- 
tures. Stays on during steriliza- 
tion. 


SIL SPRAY IS SAFE! 

Sil Spray is not oil. It is non- 
toxic and will not injure metal, 
rubber, paint or cloth. Special 
silicone formula requires no 
germicides or other additives. 


ECONOMICAL 
One can goes a long way. Save - 
time by spraying instruments by 
the tray-full. 

oz., $1.98—12 oz., $3.75 
| “GUMP” Prevents Broken Teeth 


Prevents tooth 
damage by in- 
struments 
during oral 
surgery. 
= Gump is of 
soft rubber, 
held in place 
suction. Fits 
either upper or 
lower teeth. 
Designed by a noted anesthesi- 
ologist. 

Price, each, $1.50 


“SIL-SPRAY 
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LusRicant 
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CINCINNATI 1, OHIO 


HOSPITALS, J.A.H.A. 


‘A 


SERVICES 


CONTRACT HOSPITAL HOUSEKEEPING 
SERVICE: Having successfully pioneered 
this relatively new field of Contract Hos- 
pital Housekeeping, we feel qualified to 
solicit your hospital’s housekeeping re- 
sponsibilities. We have established com- 
— housekeeping programs at six major 
ospitals throughout the country, furnish- 
ing all labor, supervision, supplies, equip- 
ment, insurance, etc., to fulfill this task. 
If you have 150 beds or more, perhaps we 
could relieve your hospital of this trouble- 
some problem. Our efficient methods and 
procedures often result in a money sav- 
ings to the hospital. We would sincerely 
appreciate an opportunity to make a no 
obligation detailed study of your facilities 
so. that we could prepare a proposal for 
your consideration. We welcome inspec- 
tions of those hospitals that we now have 
under contract. For more information 
write RED TOP MAINTENANCE SERV- 
ICE, INC., 7018 Central, SE Albuquerque, 
New Mexico. 


FINANCIAL PLANNING SERVICE tor 
hospital fund raising and development. 
Over 25 years experience. Free Consulta- 
tion. Inquiries welcome. Address HOSPI- 
TALS, Box K-82 


FOR SALE 


BIG SAVINGS ON “RETURNED-TO- 
NEW” and surplus X-Ray, Autoclaves, 
OR tables, OR lights, diathermies, etc. Re- 
conditioned, guaranteed. Mammoth Stock. 
Hospital equipment bought, sold, traded. 
Mail inquiries invited. TeX-RAY CO., 3305 
Bryan, Dallas, Texas. 


POSITIONS OPEN 


GENERAL DUTY STAFF NURSES: Vacan- 
cies on all services due to completion of 
new wing which has increased bed capac- 
ity above 400. Private general hospital with 
125 student school of nursing, 3 year di- 
ploma course. University nearby for ad- 
vanced study. 40 hour week. Excellent 
salary and liberal benefit program, includ- 
ing noncontributory pension plan, in out- 
standing midwestern institution. Centrally 
located in the city and convenient to resi- 
dential and shopping facilities. Living ac- 
commodations adjacent to the hospital 
available at nominal rent. Address HOS- 
PITALS, Box K-71 


DIETITIAN: 175 bed, accredited hospital, 
with new and modern Nursing School is 
seeking Dietitian to supervise Therapeutic 
Diet Department and to teach Therapeutic 
Diets to nursing students. ADA member- 
ship preferred but not required. Minimum 
salary quotation $4,8C0 per annum. 5 day, 
40 hours, 8 paid holidays, 3 weeks vaca- 
tion. Wonderful opportunity to join staff 
of progressive hospital organization. Write 
to Personnel Director, Benedictine Hospi- 
tal, Kingston, New York. 


El Camino Hospital, Mountain View, Cali- 
fornia, opening September 1, 1961, is now 
accepting applications for REGISTERED 
NURSES, THERAPISTS, X-RAY TECHNI- 
CIANS and LABORATORY TECHNI- 
CIANS. El Camino Hospital, with 307 beds, 
is located in the Mountain View-Los Altos- 
Sunnyvale area, miles south of San 
Francisco and 10 miles north of San Jose. 
There are three colleges within 15 minutes 
of the hospital—Stanford University, Santa 
Clara University and San Jose State Col- 
ye Write Director of Personnel, El Ca- 
mino Hospital, 2500 Grant Road, Mountain 
View, California. 


PHYSICIAN: East coast hospital, St. 
Augustine, Florida—offers an excellent op- 
portunity for a young General Practitioner 
or Internist (Florida Licensed). Office in 
hospital—take over good practice of doc- 
tor. For information contact Administrator 
of above hospital. 


EXECUTIVE HOUSEKEEPER: A challeng- 
ing opportunity in a modern and Progres- 
sive hospital in the Midwest. 2 to 3 years 
experience as executive or assistant house- 
keeper necessary. Extensive benefit pro- 
gram, including 3 weeks vacation after 1 
year and 4 weeks after 5 years. Address 
HOSPITALS, Box K-86. 


EVENING CLINICAL INSTRUCTOR: 


Should have B.S. degree in nursing edu- 
cation or equivalent, and minimum of two 
years experience in two of the following 
positions: instructor, assistant instructor, 
head nurse. 400 bed private.general hos- 
pital with 125 student school of nursing, 
three year diploma course. Address HOS- 
PITALS, Box K-73. 
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HOSPITAL FOOD SERVICE DIRECTOR: 
Management Company, nationally recog- 
nized as a leader in its field, offers quali- 
fied candidate excepticnal opportunities in 


dietary department menacement. The man 


we are interested in holds a degree from 
a school with a specialized program in 
food and nutritional Management. He 
would have from five to ten years of suc- 


.cessful dietary department management ex- 


perience in a hospital with 300 or more 
beds. He would possess a working knowl- 
edge of the Mechanics and logic of die- 
tetics and nutrition. He would be an or- 
ganizer, capable of training dietary 
department employees in their duties and 
work detail. Lastly, our man would 
career-centered, interested in growing 
within our organization. If you feel you 
qualify as “Our Man”, send a detailed 
resume stating age, educational background 
and employment record covering the last 
ten years of your employment. All inquiries 
will be held in strictest confidence. Address 
HOSPITALS, Box K-83. 


EXECUTIVE DIRECTOR REQUIRED, 
Royal Alexandra Hospital, Edmonton, 
Alberta. 729 bed general hospital now add- 
ing 600 mcre beds. rge new school for 
nurses. Medical undergraduate teaching— 
either medical or non-medical background 
acceptable. Experience needed. State quali- 
fications, salary expected and when avail- 
able. Please furnish references. Apply B. C. 
Whittaker, Q. C., Chairman, Edmonton 
Hospital Board, Room 304 Canadian Bank 
of Commerce Building, Edmonton, Alberta. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
membeis of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid travelin 
expenses. Future based on individua 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
confidence. Address HOSPITALS, Box 
K-48. 

EXECUTIVE HOUSEKEEPER: A very de- 
sirable position available immediately for 
an experienced housekeeper to carry on a 
well organized training prozram and di- 
rect our large housekeeping staff. We are 
a 450 bed general hospital with complete 
modern facilities. You will receive many 
employee benefits including an excellent 
retirement program. Please mail your pro- 
fessional qualifications to the Personnel 
Director, Butterworth Hospital, Grand 
Rapids 3, Michigan. 

DIETITIAN: preferably registered, or at 
least. well-qualified to handle 272-bed gen- 
eral hospital. Salary at least $25.00-$30.00 
per day with room and board. Beautiful 
nurses’ home with all private rooms nicely 
furnished. Responsible for preparing menus 


and special diets and supervising person- 


nel in entire department. Purchasing is 
done through full-time purchasing agent. 
Write giving full qualifications to Dover 
General Hospital, Jardine Street, Dover, 
New Jersey, c/o C. T. Barker, Director. 

REGISTERED LABORATORY TECHNI- 
CIAN: 90 b.d accredited hospital. Male or 
female. Will consider recent graduate who 
has not taken the registry. Good person- 
nel policies; salary open: Administrator, 
Sidney A. Sumby Hospital, River Rouge 
18, Michigan. 


* NURSE ANESTHETIST for 100 bed gen- 


eral hospital to complete staff of three. 
New, modern, air conditioned hospital lo- 
cated in Midwest University town. Salary 
open dependent on qualifications and ex- 
perierice. Write: Jack Edmundson, Admin- 
istrator, Doctors Hospital, Carbondale, 
Illinois. 
DIRECTOR OF NURSING: Dir. school and 
service 300-bed hospital; Minimum of BA 
required; $700-$800 per month plus life ins, 
sick leave and accident policy, vacation 
and holidays; apartment available. Apply: 
Administrator, The Ohio Valley Hospital, 
Ross Park, Steubenville, Ohio. - 
Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Appl Personnel Director, Iowa 
Methodist Hospital, Des Moines, Iowa. 


ASSISTANT SUPERVISOR, EVENINGS 
AND/OR NIGHTS: Full or part time, 400 
bed private general hospital with school 
of nursing. Applicants should be in excel- 
lent health between approximate ages of 
26-45. B.S. dezr-_e in nursing or equivalent, 
with previous head nurse or supervisory 
experience required. Liberal salary range 
and employee benefits. Exce’lent working 
conditions in one of micwest’s foremost in- 
stitutions, centrally Iccated in city and 
convenient to outstanding residential and 
shopping facilities. Address HOSPITALS 
Box K-72 

DIETITIAN: Must have hospital experi- 
ence and be qual to take complete 
charge of Southern California hospital of 
75 beds in Pasadena area on full time 
basis. Salary open. Reply R. M. Mershon, 
Personnel Director, P.O. Box 74, Temple 
City, California. 


ASSISTANT DIRECTOR: Hospital Associ- 
ation. Requires minimum of two years ex- 
perience in general voluntary hospital 
with administrative responsibilities. Re- 
sponsible for on-going programs and as 
assistant Director. Midwest. Address HOS- 
PITALS, Box K-78. 


ADMINISTRATOR wanted, 96 bed county 
owned hospital. Immediate placement. Sal- 
ary open. Write Chairman, Board of Trus- 
tees, Community Hospital, Wilmington, 
North Carolina. 

EXECUTIVE HOUSEKEEPER: 260 bed hos- 
pital. Must have supervisory experience to 
participate in top management. Experience 
and qualifications should be sent to Mr. 
D. E. Gilbert, Administrator, Brocton Hos- 
pital, Brocton, Massachusetts. 


NURSE ANESTHETIST, 90 bed hospital 
population 16,000, college town, many 
fringe benefits, hospitalization included. 
Salary open. Contact Administrator, 
Jamestown Hospital, Jamestown, North 


Dakota. 
OUR 64th YEAR 


WOOD WARDS 


FORMERLY AZNOES 


V.Wabash- Chicago. UL. 


Founders of the personnel counseling service 

to the medical profession, serving medi- 

cine with distinction over half a century. 

RAndolph 6-5682 

Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, n 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 


THE MEDICAL BUREAU 
M. Burneice Larson, Chairman of the Board 

900 North Michigan Ave. 

Chicago 11, Illinois 
To physicians, hospital administrators, 
nursing executives and others in. the hos- 
pital and medizal fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
poatenees in all parts of America, includ- 
A countries outside continental United 
ates. 


POSITIONS WANTED 


ASSISTANT DIETITIAN: Excellent hospi- 
tal experience. No geographical preference. 
Availability September Ist. Address HOS- 
PITALS, Box K-85. 


HOSPITAL ADMINISTRATOR: Young 

man, 39 years old, desires a relocation as 

a hospital administrator. Twelve years of 

hospital experience all in administration. 

Presently employed as administrator of a 

hospital. Address HOSPITALS, 
x K-75. 


EXECUTIVE HOUSEKEEPERS and thor- 
oughly trained, uniformed housekeep 
personnel. (See our ad under SERVI 

in this classified section.) 
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American Hospital 


840 North Lake 
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| you 
are cordially : 
invited 
to attend | the 63rd annual meeting 
P af tha 
| | Association 
just off 
the boardwalk 
in Convention Hall 
ty | 
September 25-28, 1961 
| For further information 
| on hotel reservations, 
write: | | 
A fion 
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Foley cones 


| 7 in. diameters. Sterile as supplied, 


FEE 1961 P 56% 


Excess amounts should be removed prior to surgical 


closure to avoid foreign-body reaction, 


or following 


as in Japarotomies: 
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and in cancellous bone. Will not withstand 


king of surgical beds as 
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EL (oxidized cellulose. 
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of bleeding cavities, nasal 


hemical agents, Contraindi- 


( 
surgery when poor vascular 


Not to be used in sites of infection 
silver nitrate or other escharotic ¢ 


cated in clean hone 


2 in.: Strips (Gauze-ty pe) (4-ply). 


and 3 yd. x 2 in.: 


packing 


kets: pads—temporary pac 


psies and to cover 


pledgets —in neurosurgery 


effect hemostasis in bleeding associated with 


need: OXY 
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reduction of fractures 


heat sterilization. Remove 


306 in. 


and in dental work for small localized bleeding 


areas: Foley cones —in prostatectomy. 
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assures a clear operating field... helps 
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he obtained with ONYCEL (oxidized cellulose. Parke-Davis)- 
recaution: 


When the customary surgical techniques for capillary 
This absorbable hemostatic conforms readily to all 


ad 
hemostasis fail. prompt cessation of oozing may usually 


to shorten operative procedures 
Parke-Davis). Pledgets (Cotton-ty pe). 


Indications: As an adjunct to 
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